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Obstetric Tutor and Registrar, St. Thomas’s Hospital. 


Hzmatoma of the ovary is a subject on which very little has been 
written, and most of the text-books of gynecology pass it over 
without mention, but it is an important one, not only because it is a 
comparatively common disease of the ovaries of women during the 
child-bearing period, and is frequently bilateral, but because the 
signs and symptoms to which it gives rise are ambiguous and closely 
resemble those of other conditions, such as chronic salpingitis, tubal 
gestation, uterine fibroids and appendicitis. 

It is one of the causes of chronic pelvic pain which is so 
frequent a symptom in gynecological work. The pain is often 
indefinite in position, the swelling of the ovary may be small in | 
amount, and unless a thorough examination is made there is a danger 
of attributing the symptoms to “ neurosis.” The danger is increased 
by the fact that so many of the women are unmarried, and for that 
reason a vaginal examination may be avoided for some time, and, if 
made, may be difficult. 

The condition, too, when once established appears to be progres- 
sive, so that it is important to make an early diagnosis and thus save 
the patient perhaps years of discomfort or pain. 

For these reasons I feel that the disease deserves greater considera- 
tion, especially from its clinical aspeet. 

This paper is based on 18 cases, and in recording them at some 
length I hope to bring out the main features of the condition. 

My attention was directed to the subject by the occurrence of 
ten cases which I have had the opportunity of seeing during the 
past 18 months; four of these were in the private practice of other 
operators, and six in the gynecological wards of St. Thomas’s 
Hospital. 

The series I am now recording is entirely from the gynecological 
department of St, Thomas’s Hospital during the last 10 years, and 
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I am indebted to Drs, Tate and Fairbairn for their help and 
permission to use their cases, and to the former for handing over to 
me the patient upon whom I operated. 


Definition. 

By hematoma of ovary I mean a condition in which the ovary is 
enlarged and contains fluid resembling old altered blood of a brown 
colour and oily or tarry consistence; in the fluid there may be a 
number of brown solid particles, varying in size from that of a pin’s 
head to a grain of wheat, which crumble when pressed between 
the fingers. 

The ovary is always attached to surrounding structures by 
peritoneal adhesions which are usually extremely dense. 

Collections of blood in the ovaries are of normal occurrence in 
the process of development of corpora albicantia from Graafian 
follicles; in these the blood is normal in appearance, and is often 
coagulated when the removed ovary is cut across; the collections vary 
considerably in size. 

I have excluded from this series all cases in which the blood in 
the ovary was normal in appearance or clotted, even when in 
apparently abnormally large amount because of the difficulty of © 
separating these from the normal condition. In a case in which I 
operated for salpingitis and removed the adherent appendages of one 
side there was a solid clot in the ovary, spherical in shape, and 
measuring 1} inches in diameter. ThisI excluded, although I think 
it possible that it may have represented an early stage in the 
development of hematoma of the ovary. I have also excluded all 
such conditions as cysts containing blood from torsion of the pedicle 
or other injury, and those containing thin blood-stained fluid so 


commonly seen in cirrhotic ovaries or associated with pelvic 
inflammation. 


CurntcaL FEATURES. 


Age. Hematoma of the ovary is a disease of the child-bearing . 
period of life in the great majority of cases. 

The youngest patient in this series was 24, and the oldest 53; 
with these exceptions all were between the ages of 28 and 48; the 
average age was 382. 

One patient (13) had reached the menopause three years before 
admission ; and two others (4, 6), aged 47 and 48, had had indications 


of its onset; otherwise in all cases the menstrual function was still 
active. 


Marriage. The great majority of women above the age of 20 
or 25 are married, but in this series it is noteworthy that 8 of the 18 
were unmarried. These unmarried patients were socially much 
superior to the ordinary run of hospital patients, and, with the 
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exception of one, there was no reason to suspect any possibility of 
infection from the vagina. 

Pregnancy. The number of pregnancies amongst these patients 
is remarkably small; of the 10 married women, four had never been 
pregnant, one had had 3 children, another 2, three had each had 
1 child and 1 miscarriage, and the remaining patient had had 1 child. 
None of the single women had been pregnant. The average number 
of pregnancies amongst the married women is therefore only 1°2, so 
that hematoma of the ovary, and apparently the conditions which 
lead to it, are associated with a marked diminution in fertility. 


Menstrual disorders. Menstrual disturbances are common with 
hematoma of ovary; in 9 of these cases there was definite 
menorrhagia, and in 2 others the periods were said to be profuse, but 
there were uterine fibroids in 5 of them, which may have been the 
cause of the increased loss. Intermenstrual bleeding was observed 
in one only (15), and in it the time of the onset of bleeding and of 
the pain over the affected ovary coincided. 

A coloured discharge between the periods was noticed in 4 cases, 
in 3 of which (8, 15, 16) it was brown and similar to that seen in 
many cases of tubal gestation; it had started in one case (8) a year 
before and had persisted for 6 months, in another (15) it had 
been present for 4 months, while in the third (16) it was noticed first 
after admission to the hospital. 

One patient (6) had hada pink intermenstrual discharge for 
2 years. 

Two patients (17, 18), aged 28 and 32, had amenorrhea when 
admitted, one for 2 months and the other for 3; in the former case 
pain over the lower part of the abdomen started soon after the first 
period was missed. 

Pain at the periods is a symptom commonly complained of by 
these patients, but on investigation its type, severity and time of 
onset are found to vary very much in different cases. 

In 5 of the cases (6, 14, 16, 17, 18) there never had been any 
menstrual pain, and in one of these (6) the continuous pain which 
had been present for years was always relieved by the flow. 

In 4 cases (2, 4, 10, 15) there had been well-marked dysmenorrhea 
from puberty ; in 2 of these there had been no change in its character 
or severity, while in the other 2 it had ceased in one instance 7 years 
and in the other 4 months before admission. 

In 5 cases (5, 7, 8, 9, 12) there was said to be “ some” pain at the 
periods; in 2 it was unchanged; in 1 it had ceased some years 
previously; while in the other 2 it had increased—for 3 years in 
one case, and for 5 months in the other. 

In 4 cases the dysmenorrhea was acquired; in one of these (13) 
the patient had reached the menopause, and had suffered from 
painful menstruation for 2 years before the change. Of the other 
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three (1, 3, 11), two had had severe pain for 1 year, and one pain, 
though of a less severe type, for 4 months. 


Pain. 

Pain was the most prominent symptom in all these patients 
except two (2, 4), who were operated upon for uterine fibroids; in one 
of these there was a history of an attack of severe abdominal 
pain four years previously which had persisted for about a month; 
while in the other there was only discomfort in the abdomen and 
back. 

The character of the pain and the history of its onset vary in 
different cases. 

In seven (7, 9, 12, 15, 16, 17, 18) the first symptom was a sudden 
severe attack of pain usually in the lower part of the abdomen 
accompanied in some cases by vomiting, retching or fever. In some 
cases the attack was followed by frequent or occasional ones of the 
same character at intervals varying from a few days to several 
months, in some by severe dysmenorrhea, and in others by a con- 
tinuous dull aching pain. 

In 3 cases (1, 38, 11) the pain first came on at the periods and 
recurred at subsequent periods; in 1 of these, after some months 
dysmenorrhea, the pain became constant. 

In the remaining 6 cases (5, 6, 8, 10, 18, 14) the onset of 
symptoms was not marked by a severe attack, nor was there 
dysmenorrhea; the patients complained of a persistent dragging 
pain in the lower part of the abdomen and back, which, in one 
case (6), had been present for as long as 12 years. 


Physical Signs. 

The physical signs produced by hematoma of the ovary vary with 
the size of the collection of altered blood and the thickness of its 
surrounding wall, with the acuteness or chronicity of the inflamma- 
tion and with the amount of peritonitis and cellulitis around the 
affected ovary. 

On examination of the abdomen many of the patients complained 
of tenderness in one or other iliac region or over the whole of the 
lower part of the abdomen. In some cases semi-solid tumours could 
be felt. 

Tenderness was acute in 3 cases (9, 16, 17), and the abdominal 
wall was held rigid over the tender area. 

On bimanual examination in all these cases, with the exception of 
three, in which the uterus was enlarged by fibromyomata, swellings, 
varying from the size of a hen’s egg to that of a cocoanut, were 
found in the pelvis. 

The fixation of these masses was a striking feature in all but 
two of the cases (13, 14); in 4 the tumours could be moved to a 
slight extent, and in the remaining 9 they were markedly fixed. 
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In 4 cases (1, 7, 11, 15) there was evidence of inflammation of 
the pelvic cellular tissue, and in one case (15) this was so marked 
on rectal examination that the patient was sent to the hospital with 
the diagnosis of carcinoma of the rectum; in several other cases 
cellulitis was noted at the operation. 

The temperature on admission to the hospital was raised in only 
3 cases, and in these ranged between 99°4° and 100° up to the time 
of operation; in two others there had been temperatures between 
103° and 104° following previous attacks of abdominal pain. 


PaTHOLOGY. 

A hematoma of the ovary is always firmly fixed to surrounding 
structures by peritoneal adhesions; these are often so dense that they 
have to be cut through in the removal of the ovary. The hematoma 
nearly always ruptures in the separation, and this occurred in all 
the cases of the series, but three (3, 12, 13). The fluid contained 
in the ovary is always thick, black or dark-brown altered blood of 
the consistency of olive oil, it is usually quite odourless; in one 
only (6) was it at all offensive. 

The disease may involve both or only one ovary; in 9 cases of this 
series the condition was unilateral, and in 6 bilateral, while in the 
remaining 3 (6, 8, 17) both ovaries were probably affected; in the 
first (6) the mass removed from one side was so ragged towards the 
abdominal end of the tube that it was not certain that the ovary was 
represented in it; in the second (8) the appendages of one side were 
very adherent, and were not removed, and in the third (17) the 
patient, who 3 years previously had suffered from pain similar to 
that for which she was admitted to St. Thomas’s, had had the 
appendages of one side removed in a Russian hospital. 


Naked Eye Appearances. 

When removed from the body the external surface of the ovary is 
seen to be roughened by the remains of the divided peritoneal 
adhesions, the ovary is enlarged to a variable extent, and after the 
hematoma has discharged its contents the walls still remain un- 
collapsed around its cavity. 

The walls are tough, and vary in thickness, in some parts being 
as much as ¢ to} inch, and in others no thicker than paper. In the 
walls small cysts containing tar-like blood are seen in many cases, 
and these sometimes project on to the external surface or into the 
main cavity. 

Internally, there are circular depressions large enough to admit 
the tip of the finger, bounded by well-marked ridges indicating the 
original positions of separate cysts; in these situations the wall is 
usually thinned. In one case (18) these features were particularly 
well marked, and there was also a cord of tissue crossing the main 
cavity in one of the ovaries, 
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In some cases there are several small cavities containing clotted 
blood, and in others small serous cysts are seen in the wall of the 
hematoma. 


Microscopical Anatomy. 

Smallwood Savage,} in a paper “ Hematoma of the Ovary and its 
pathological connection with the ripening and retrogression of the 
Graafian follicles,” reported seven cases and the results of very 
careful microscopical examination of the diseased ovaries. He 
divided hematomata of the ovary into two types-——(1) hematoma of 
the Graafian follicle, and (2) hematoma of the corpus luteum. 
In the first type he found that in places the wall of the hematoma 
was lined by a single layer of epithelium, which he regarded as the 
membrana granulosa, lying on a basement membrane, and external 
to these were two layers of tissue which appeared to correspond to the 
theca interna and thetheca externa; both were vascularized, especially 
the former. The cells of the inner layer showed early lutein cell 
formation. He also found ill-developed Graafian follicles near the 
cavity of the hematoma and some opening into it. 

In the second type—hematoma of the corpus luteum—he found 
that there was an outer shell of ovarian tissue which was for the 
most part congested ; the inner part of the wall showed newly-formed 
fibrous tissue, poor in cells, and near to the lining in between 
longitudinal strands of this tissue there were blood extravasations, 
many round cells and many large rounded or cuboidal cells contain- 
ing yellow coarse granules. The nuclei of these cells were relatively 
small, and in many instances seemed to be crowded towards the 
periphery of the cell. 

Five cases (8, 11, 14, 15, 17) in this series were examined 
microscopically ; one (14) was a hematoma of the corpus luteum, and 
showed enormous clumps of lutein cells; another (8) showed 
hemorrhage into the cyst wall; in the remaining 3 the wall was 
composed of fibrous tissue. In none of these last 4 was any trace of 
lining membrane found, nor did there appear to be any definite cell 
formation. 


The Falloman Tubes. 

There is usually no evidence of gross tubal disease in these cases. 
In only 6 was any change in the appearance of the tube noticed; 
in 2 of these (14, 15) the wall was thickened ; in 3 (4, 6, 11) the tubes 
appeared to communicate with the hematomata in the ovaries, and 
contained tar-like fluid; in the sixth case (17), in which the 
the fimbriated end apparently had been removed at the previous 
operation, the tube was closed and slightly distended by clear fluid. 
In 8 cases both tubes were perfectly healthy, and in 1 other (8) the 


1. Brit. Gyn. Journal, Vol. 21, p. 285. 
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tube that was removed was normal; in the remaining 3 cases their 
condition was not recorded. 


Fibromyoma of the Uterus. 

1n 6 cases (1, 2, 3, 4, 9, 11) there were fibroids in the uterus, and 
in another (6) the uterus was found at the operation to be hard and 
enlarged, apparently by fibroids, but as it was retroverted and firmly 
adherent it was not removed. 

In 8 of the cases hysterectomy was performed for uterine tumours, 
which reached up to or above the umbilicus; in 3 others the fibroids 
were not large, and in one a subperitoneal tumour, measuring 2 by 
24 inches, was removed; the uterus in both the other cases contained 
two fibroids, of the size of hen’s eggs, in one instance, and of walnuts 
in the other. 


The Mode of Origin. 

The primary causes of the development of hematomata of the 
ovary are very obscure, but from the naked eye appearances of the 
tumours there seems no reason to doubt that the actual process of 
formation is one of rupture of several or many Graafian follicles into 
one another, instead of on to the surface of the ovary separately. 
In the normal course of events a Graafian follicle enlarges, moves 
to the surface of the ovary, is ruptured, with hemorrhage into it, 
and discharges its ovum into the peritoneal cavity. But in some 
cases the force exerted in the follicle appears not to be sufficient to 
rupture it, and a blood-cyst is formed on the surface of the ovary. 
In other cases bleeding takes place into the follicle while it is stall 
deep in the substance of the ovary, and the resulting blood-cyst 
consequently does not project on to the surface. Both these types . 
of blood-cysts are frequently found in ovaries removed during 
operations for other conditions, and are so common that we must 
conclude that the blood is usually absorbed in the course of time, 
just as extravasated blood is in any other part of the body. 

Congestion of the pelvic organs, including the ovaries, has been 
regarded as a cause of ovarian hematoma and the association of 
fibromyomata of the uterus with this condition is well known. A 
large mass of fibroids would undoubtedly produce congestion and an 
increased blood supply to the ovaries, but it is remarkable how free 
these patients are from other causes of congestion in the pelvis; there 
is seldom any evidence of salpingitis or any history of gonorrheal or 
puerperal infection. 

Smallwood Savage, in the paper I have already quoted, explains 
the effects of congestion in the production of hematoma of ovary as 
follows :—‘ In these ‘cases of follicular hematomata it would seem 
that, abnormal congestion of the ovary occurring from whatever 
cause, many follicles prematurely develop at the same time, and that 
hemorrhage takes place partly into immature follicles, and partly 
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into the stroma of the ovary, and by its extent and situation is 
impossible of removal by want of development of the lutein layer. 
Failure to travel towards the periphery of the ovary may be 
explained by the same want of a full development of the lutein layer.” 

But congestion can hardly be held to be the responsible cause 
in all cases, especially as in the majority there is no evidence 
whatever of congestion, not even congestive dysmenorrhea or signs 
of other pelvic disease which might give rise to it. 

Ovarian pregnancy has been suggested as a possible cause of 
hematoma of the ovary in some cases, but Griffith and Williamson 
who offered this explanation, were unable to find any evidence on 
microscopical examination to support it. Again, the fact that so 
many of the women are unmarried is additional evidence against this 
view. 

It is possible that the accumulation of blood in the ovaries may 
be due to the failure of the mature follicles to rupture when 
hemorrhage takes place into them. 

But what is there in support of this? In examining the records 
of these cases three points are brought out which are very striking, 
and seem to favour the view that the follicles fail to rupture. 

(1) The women, if married, are sterile or relatively sterile, 
though they may have been married for years before any symptoms 
of hematoma appear. 


(2) The proportion of respectable unmarried women is very high. 


(3) The disease is often associated with fibroids of the uterus, 
and very seldom with any other pelvic disease. 


The relative sterility suggests the existence of some congenital 
defect in the ovary which prevents the liberation of the ovum, 
possibly by failure of the follicles to rupture. 

The absence of sexual intercourse may be the cause of the non- 
rupture of many mature follicles. It is known that in some animals 
rupture only takes place as the result of copulation, and it is thought 
by many that coitus does cause rupture of the follicles in women 
though it is not a necessary factor. 

Again, the chronic congestion of the ovaries associated with 
uterine fibroids may cause some increase in the density of the ovarian 
stroma which is sufficient to prevent the proper rupture of the 
follicles. 

It appears that for one or other of these reasons small blood- 
cysts are frequently formed, but unless absorption of the blood fails 
to occur there is at no one time any large collection in the ovary. 
When an extravasation of blood occurs in any part of the body it 
is, as a rule, removed gradually by absorption, but sometimes, and 
particularly when the collections are in the abdominal cavity, as 
in the case of a pelvic hematocele, absorption does not take place, 
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and ultimately well-marked signs of infection are seen which may 
lead to abscess formation. 

A few years ago Dudgeon and Sargent, in their work on the 
‘ Bacteriology of Peritonitis,” showed that collections of blood in the 
peritoneal cavity, from whatever source, almost invariably became 
infected by the staphylococcus albus; amongst their cases there 
were 17 of intraperitoneal hemorrhage following tubal gestation, 
and in every case they found that the blood was infected by this 
organism. In some of these the bleeding had occurred within 
24 hours of the operation, and in others the hematoceles were old 
and completely encysted, one having been present for as long as 
3 months. An cold hematocele is always shut off from the general 
peritoneal cavity by adhesions which are the result of peritonitis, 
and beyond this barrier in two such cases, Dudgeon and Sargent 
found some clear fluid which contained the staphylococcus albus. 

They concluded that the peritonitis which occurs as the result of 
intraperitoneal bleeding is due to the invasion of the blood by the 
organism and not due, as was formerly supposed, to the irritating 
effects of the blood itself on the peritoneum. 

The staphylococcus albus is usually an organism of low virulence, 
and gives rise to a chronic form of inflammation. 

In cases of hematoma of the ovary there are all the clinical 
signs of chronic inflammation, tenderness and pain, peritoneal 
adhesions of a very dense kind, frequent pelvic cellulitis, and, from 
time to time, acute attacks with fever. 

Unfortunately, in only one case (18) of this series was a bacterio- 
logical examination made. The fluid, which was tarry, was taken 
from from an unruptured cyst in the wall of the main one, and 
Dr. Dudgeon found that it contained a pure culture of the staphylo- 
coccus albus.* 

Many more bacteriological examinations of the fluid in and 
around the ovaries are needed, and it would be absurd to draw any 
general conclusions from this one observation; but the histories and 
clinical signs in these cases, combined with what we know of the 
bacteriology of intraperitoneal hemorrhage, suggest a possible mode 
of origin of hematomata of the ovaries. 

From the histories there is reason to think that blood-cysts may 
be of very common occurrence in these patients, and, seeing how 
close the blood is to the peritoneal cavity, it may become infected. 
Infection by the staphylococcus albus would lead to a chronic 
inflammation, of which there is ample evidence in these cases. 

If a blood-cyst in an ovary became infected it would be a source 
of infection to other ripening Graafian follicles, and would cause 
adhesions round the ovary which would tend to prevent the rupture 


*Since the above was written the fluid from another case has been examined by 
Dr. Dudgeon and found to contain the staphylococcus albus in pure culture. 
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of follicles into the peritoneal cavity, and so increase the likelihood 
of them rupturing into one another. The increase in size of a 
hematoma is apparently generally brought about by the addition of 
the blood poured out into the follicles which rupture from time 
to time into it. But in one case (13) the hematoma was known 
to have developed after the menopause, so that it appears that the 
increase may be due in some cases and possibly to some extent in all, 
to bleeding into the cavities from the vessels in their walls quite 
apart from any ripening of Graafian follicles. 

‘The reason, I believe, that hematoma of the ovary is so seldom 
seen in connection with gonorrheal or puerperal salpingitis or pyo- 
salpinx is that the organisms in these conditions are so much more 
virulent than the staphylococcus albus that if infection of a blood- 
cyst of the ovary does occur an abscess and not a hematoma is the 
result. 


The Cause of the Pain. 

The peritonitis around the affected ovaries is enough to give rise 
to the pain which is such a frequent symptom; the sudden acute 
attacks which are sometimes accompanied by vomiting and fever 
probably indicate further spread of the peritonitis. 

Severe pain at the periods may be accounted for by the engorge- 
ment and increase in size of an ovary which is embedded in adhesions. 


Diagnosis and Treatment. 

The diagnosis in cases of hematoma of the ovary is difficult and 
in many impossible; in only one case in this series was the condition 
definitely diagnosed. Usually all that can be made out on examina- 
tion is some enlargement and fixation of the appendages of one or 
both sides with tenderness on pressure in the region of the enlarge- 
ment; the fixation of the mass is generally very well marked, and 
there is sometimes definite inflammation of the cellular tissue near 
the swelling. 

There is usually no history of either gonorrheal or puerperal 
infection, and the women are for the most part childless or have had 
only a small number of pregnancies. With such a history and 
physical signs one may be able to arrive at a correct diagnosis. 

The treatment is usually of the nature of an exploratory 
laparotomy with removal of the diseased ovary or ovaries. When 
both sides are affected an attempt may be made in suitable cases 
to leave a piece of normal ovarian tissue by dissecting away the 
lining of the hematoma. In one case which I saw treated in this 
way the patient has since menstruated regularly and without pain. 

Although the signs of inflammation are always well marked, there 
is no need to drain the peritoneal cavity. In only one case (6) 
of this series was drainage established, and that was because the 
contents of the hematoma were offensive. 
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In all these cases the wound healed by first intention, but in most 
there was more irregularity of the temperature for the first few days 
after operation than is usual after abdominal sections for non- 
inflammatory diseases. 

If the staphylococcus albus does play an important part in the 
production of hematomata of the ovary it is possible that vaccine 
treatment in the early stages of the condition might have good effects. 

The results of operative treatment are good. In this series there 
was no fatal case and no suppuration in the abdominal wall; in all 
the patients were relieved of their symptoms, and none have returned 
to the hospital complaining of a recurrence of their pain. 


CaselI. E.H.; April 18—May 19, 1900; et. 36; single. Menstruation 
started at 13, was regular and painless. Well until June 1899, when there 
was severe pain at the onset of the period; after this great pain and 
excessive loss at each period. At the period late in March 1900 there was 
a rigor with high temperature, and the pain which had previously been on 
both sides settled down in the right iliac region. 

On Examination. Hard mass the size of goose’s egg in right iliac 
region, tenderness on deep palpation, but the tumour itself was not tender. 

P.V. Uterus fixed and bulky, pedunculated fibroid at right cornu ; on 
the left side there was a fixed, hard, nodulated swelling suggesting inflam- 
mation of the appendages. 

P.R. Fixation of all parts to right and in front of bowel. 

Operation (April 23). Fibroid of uterus felt, and behind the uterus 
both ovaries were found to be cystic, firmly adherent to pelvic floor, 
to surrounding structures and to one another. The fibroid, both ovaries and the 
right tube were removed. Both ovaries ruptured in removal and discharged 
dark brown altered blood. 

Parts Removed. The fibroid measured 2 by 24 inches, lined by smooth 
membrane. The rightovary measured 3} by 24 inches, there was one main 
cavity, from which 3 or 4 ounces of fluid escaped, and other smaller 
cavities with similar contents. The right tube was normal. The left ovary 
measured 1? by 14 inches, contained a ruptured cyst the size of a walnut 
and some smaller cysts containing tarry fluid; there was one well marked 
corpus luteum. 


Casz II. H. B.; October 2—November 6 1901; et. 36; married. 
Menstruation started at 12, profuse with severe pain on the first day. 
Married at 28, no pregnancy. Curetted one year after marriage and cured 
of her dysmenorrhea and menorrhagia ; small fibroids found at operation. 
Patient had noticed an abdominal tumour for 4 years which had been 
rapidly increasing for 10 months. 

On Examination. The uterus was found, enlarged by fibroids, rising 
1 inch above the umbilicus ; its right side was cystic. 

Operation (October 10). On raising the uterus the ovaries were seen 
to be enlarged and adherent. Partial hysterectomy with removal of the 
appendages. The left ovary ruptured and discharged thick dark brown 
fluid. 

Parts Removed. The uterus contained numerous fibroids. The left 
ovary, the size of a hen’s egg, converted into a single cyst which had 
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contained dark altered blood and some small hard masses which could be 
broken between the fingers. The right ovary contained a similar though 
smaller cyst and a well marked corpus luteum which was soft and dark red 
in colour. 


Casg III. J.C.; April 12—May 7 1902; et. 47; single. Menstruation 
started at 15, was regular and painless. Well until 4 months before 
admission ; at that time there began frequent and difficult micturition, the 
periods became painful, more profuse, and every 21 instead of every 28 
days, the pain which was present for the first 2 days of each period was 
in the back and down the legs. 

On Examination. Uterus smooth and hard, extended up to the um- 
bilicus. The hymen was intact. 

Operation (April 14). Partial hysterectomy with removal of the left 
appendages which were adherent. The right appendages were normal. 

Parts Removed. The uterus enlarged by fibroids. The left ovary 
contained several cysts, the largest and several of the smaller ones con- 
tained thick tarry matter, the others clear fluid. 


Case IV. R.M.; August 7—September 12 1902; et. 48; single. Men- 
struation started at 13, was irregular, and each period was preceded by 
severe pain, particularly in the back. Six years before admission the 
periods became regular and profuse, but at the time of admission there had 
been 3 months amenorrhea. In August 1898 the patient had a severe 
stabbing pain in the lower part of the abdomen, and for a month or more 
she was troubled with a sense of fullness in the same region; for 2 years 
she had noticed an increasing abdominal swelling and had had some 
trouble in micturition and defecation. 

On Examination. The uterus found enlarged up to the umbilicus. 
The hymen was intact. 

Operation (August 12). Partial hysterectomy with removal of both 
appendages. The left ovary was enlarged and firmly adherent ; in bringing 
it up it burst and discharged about an ounce of thick dark blood. 

Parts Removed. The uterus enlarged by fibroids. The left ovary 
converted into a cyst with a tough wall } inch thick except at the point of 
rupture where it was about 7. The left tube was normal except for 1 inch 
at the abdominal end which was distended with dark blood; no communi- 
cation could be found between the lumen of the tube and this cavity. The 


right ovary contained 3 serous cysts the size of horse beans. The right 
tube was normal. 


Casz V. H.S.; December 27 1902—January 24 1903; wt. 40; single. 
Menstruation started at 14, was regular and painful at first, but there had 
been no pain for years. In August 1902 the patient was operated upon 
for hemorrhoids and since had had pain in the back on exertion but none 
while at rest; the pain increased until she took to her bed 2 weeks before 
admission. 

On Examination. The abdomen appeared normal. 

PV. (under anethetic). The uterus was normal. On the right, depres- 
sing the fornix,was a firm, elastic, slightly moveable swelling the size of an 
orange. On the left a similar swelling which did not depress the fornix. 

Operation (December 20). Two cystic swellings which extruded behind 
the uterus were seen, partly adherent; they ruptured in removal and 
discharged tarry fluid. 
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Parts Removed. Both tubes were normal. The left ovary the size of 
an orange; the wall was thin and roughened by adhesions externally ; the 
inner surface presented several hemorrhagic areas. There was a second 
cyst the size of a cherry with tarry contents. The right ovary was exactly 
similar except that there was no second cyst. 


Cass VI. E. G.; February 20—March 30 1904; et. 47; single. Men- 
struation started at 13, periods regular without pain. At about 35 began 
to suffer from severe pain in the lower abdomen ; 5 years later the periods 
became profuse; the pain was always relieved by the loss of blood at the 
periods. For 2 years there had been some pink intermenstrual discharge 
and irregularity of the periods for 9 months. 

On Examination. A tumour extending half way to the umbilicus. 

PV. Mobility of the uterus greatly impaired, a firm swelling con- 
tinuous with the cervix occupied the pelvis and extended half way to the 
umbilicus; this appeared to be the uterus. On the left side a firm fixed 
mass of tissue about 2 inches in thickness extended out to the pelvic wall. 
Behind was a hard fixed mass the size of an orange. 

Operation (March 4). Pelvic organs were matted together. The 
appendages of each side were separated ; both ovaries ruptured and dis- 
charged chocolate coloured blood. The fluid from both was somewhat 
offensive. The uterus was enlarged and firmly fixed in Douglas’s pouch ; 
it was not removed. 

Parts Removed. Both appendages. The left tube was dilated at its 
abdominal end and the wall thinned in the ampullary region ; nearer the 
uterus it appeared normal but its mucous membrane was swollen. The 
fimbriz could not be recognized nor was it certain whether the ovary was 
represented by the ragged tissue round the end of the tube. The right 
ovary was much damaged and had contained a large quantity of fluid. 
The right tube was normal. 


Case VII. J. G.; February 7—March 2 1905; et. 36; married. Men- . 
struation started at 13, regular, with pain on the first 2 days. The patient 
had had 3 children, the youngest being 9; no miscarriages. In September 
1904 there was an attack of sharp pain in the right side which radiated 
down the legs and to the back; it caused retching but not vomiting. 
Similar pain came on 2 days before each subsequent period and persisted 
for 2 weeks. There was no change in menstruation. 

On Examination. A firm fixed mass felt on pressure in the hypogastric 
region, 

P.V. The uterus found pushed forwards and, attached to it behind, was 
a fixed mass of elastic consistency the size of an orange. 

Operation (February 9). A firm dark cyst was seen arising from the 
right ovary and adherent to surrounding structures: in separation it 
ruptured and dark tarry fluid escaped. The left tube and ovary were 
normal. 

Parts Removed. The right appendages. The right tube normal except 
that it was roughened by adhesions. The right ovary represented by 
an empty cyst the size of an orange with a thick wall, rough externally 
and smooth internally. 


Casz VIII. E. A.; June 5—July 1 1905; et. 33; married. Menstrua- 
tion started at 14, regular with “some” pain. Married 12 years, 1 child 
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after 1 year and 5 months, miscarriage 3 years later ; lying-in normal each 
time. One year before admission the periods became lengthened and at 
the same time there was an offensive brown discharge which persisted for 
6 months. When admitted there were only 5 clear days between the 
periods. The patient complained of pain in the left iliac region on 
exertion. 

On Examination. Abdomen appeared normal. 

P.V. Uterus normal in position; to the right there was a fairly 
moveable swelling the size of a hen’s egg and to the left a similar swelling, 
but it was more closely attached to the uterus. 

Operation (June 6). A cyst was found in connection with the right 
appendages; it was adherent to omentum and firmly to surrounding 
structures. In removal it ruptured and discharged gritty, dark, altered 
blood. The left appendages were very adherent and in separating them a 
collection of clear peritoneal fluid was evacuated. The condition of the 
appendages on this side appeared to be the same as that on the right, but 
as they were so firmly adherent to bowel it was thought better not to 
remove them. 

Parts Removed. The right tube appeared quite healthy. The right 
ovary for the most part was normal in appearance but at one part it was 
expanded into a cyst the size of a hen’s egg, the wall of which was dense 
fibrous tissue roughened by firm adhesions externally and smooth internally. 


On microscopical examination there was seen to be hemorrhage into the 
cyst wall. 


Case IX. H. J. D.; June 17—July 15 1905; et. 32; single. Men- 
struation started at 13, regular with “some” pain which remairied unaltered. 
In 1899 there was vaginal discharge with scalding on micturition from 
time to time. In October 1902, attack of pain in the lower abdomen with 
temperature raised to 103°-104° ; she was in bed for 3 weeks. Occasional 
attacks of pain in the lower abdomen but otherwise well until April 1905, 
when the pain became continuous; during May she had severe pain and 
high temperature and was in bed for 4 weeks. 

On Examination. Abdomen rigid and tender in left iliac region. 

P.V. The uterus retroverted and contained fibroids. There was a 
mass in the situation of the left appendages which was fixed to the pelvic 
wall, 

Operation (June 22). Two subperitoneal fibroids the size of hen’s egg 
seen. The left ovary was embedded in adhesions and contained a hema- 
toma which ruptured and discharged dark altered blood during removal. 
The right ovary was also adherent but not so firmly as the left ; it contained 
a small hematoma which was opened but the ovary was not removed. Both 
tubes were examined, their fimbriated ends were somewhat injected but 
there was no thickening or other evidence of salpingitis. 


Parts Removed. The left tube appeared perfectly normal. The left 
ovary was enlarged by a blood cyst the size of a walnut. 


Cass X. F. M.; March 19—April 12 1906; et. 37; married. Men- 
struation started at 15, regular, loss scanty, pain always came on 2 or 3 
hours before each period and lasted for 1 or 2 days. Married 15 years, 
no pregnancy. A year and a half before admission there was dragging 
pain in the right iliac fossa; this persisted and there was occasional 


shooting pain down the inner side of the right thigh. There had never 
been any vaginal discharge. 
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On Examination. The abdomen appeared normal. 

P.V. A tender fairy moveable mass was found in the position of the 
uterus. 

Operation (March 26). The intestines were found very much matted in 
the pelvis ; they were separated with great difficulty and a cyst of the right 
ovary displayed. In trying to free the cyst it ruptured and discharged 
about 8 ounces of dark fluid altered blood. Part of the cyst was removed 
and 2 inches of the right tube. 


Cass XI. E. A. T.; December 2 1907—January 31 1908; wt. 44; 
single. Menstruation started at 17 and was regular and painless; there 
had been two attacks of profuse intermenstrual bleeding at 22 and 25. 
For ten years before admission the loss had been very profuse and during 
that time the patient had noticed some tenderness and enlargement of her 
abdomen. For 1 year there had sometimes been very severe abdominal 
pain one or two days before the onset of the periods and some incontinence 
of urine. For some weeks the enlargement of the abdomen had been 
increasing. 

On Examination. The patient was very anemic. The abdomen was 
enlarged over the lower half and a semi-solid tumour was found rising out 
of the pelvis to the level of the umbilicus. 

P.V. The anterior vaginal wall and the left fornix were depressed by 
a hard swelling which appeared to spring from the front of the uterus and 
extend to the left pelvic wall: this hard mass seemed to be continuous with 
the cystic part felt in the abdomen. 

Operation (December 5). Two cysts were seen adherent to one another 
and to the rectum and bladder; in separating the adhesions one cyst 
ruptured and discharged viscid tar-like fluid, the other cyst was opened 
and had similar contents. The left cyst communicated with a cavity in 
the broad ligament which was continuous with a retro-peritoneal pocket 
which ran up towards the left kidney and contained 4 or 5 ounces of tarry 
fluid. 

Parts Removed. The uterus and appendages. The uterus contained 
2 fibromyomata about the size of walnuts. The ovaries were converted into 
cysts, each capable of holding about a pint of fluid. Externally the walls 
were rough in places from adhesions and in the walls were scattered hard, 
circular areas varying in diameter from } inch to 1 inch and of cartila- 
ginous hardness to the inner surfaces of which old blood clot was adherent. 
The tubes contained tarry fluid, the left communicated with its cyst and 
the right appeared to have done so. anes shown at Roy. Soc. Med., 
January 9 1908.] 


Casz XII. A. A.; June 3—29 1908; wt. 44; single. There had been 
an attack of pelvic inflammation at 16. Menstruation began at 12, periods 
regular with pain. In June 1905 the patient had an attack of sharp pain 
in the left iliac fossa which radiated to the chest and groin; in bed for 3 
days and had similar attacks at short intervals, and again in July, August 
and December of that year. In September 1906 the pain became con- 
tinuous though less severe and persisted for 6 months. She was well after 
this until August 1907 when the pain returned and was present at intervals 
until the time for admission. Menstruation had always been quite regular 
until April 1908 when the period was 3 weeks late and came on with severe 
pain in the left iliac fossa accompanied by vomiting; in bed 14 days. At 
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the next period there was severe pain again which kept her in bed a week. 

On Examination. Tenderness in the left iliac fossa. 

P.V. A cystic, somewhat movable swelling the size of an orange was 
found on the left side of the pelvis pushing the uterus backwards and to 
the right. 

Operation (June 4). A very adherent cyst of the left ovary was found, 
the adhesions were broken down and the cyst removed unruptured. The 
right tube and ovary were normal. 

Parts Removed. The left ovary converted into a cyst the size of an 
orange, the wall was thick and rough externally ; it contained thick altered 
blood and the inner surface of the wall was covered with organised clot. 
The left tube was normal. 


Case XIII. A. J. M.; March 8—April 6 1909; et. 53; married. 
Married at 24 and had a child a year later, but no other pregnancy. 
Menstruation started at 11, regular until the menopause at 50: for 2 
years before the change there had been excessive loss and pain at the 
periods. Six months after the menopause the patient had a urethral 
caruncle removed at St. Thomas’s Hospital; under the anesthetic a pelvic 
examination was made, “the uterus and appendages could be felt bi- 
manually and were normal.” Re-admitted in 1909 for recurrence of the 
caruncle and pain in the left side of the abdomen of 2 months standing. 

On Examination. Abdomen normal. 

P.V. A cystic swelling the size of a billiard ball could be felt in the 
situation of the left ovary. 

Operation (March 1x). A dark coloured cyst of the left ovary was seen ; 
it was adherent to both rectum and uterus. Removed unruptured. The 
uterus and right ovary were atrophic, 

Parts Removed. The left tube was normal. The left ovary converted 


into a thick walled cyst the size of a billiard ball and contained thick tarry 
blood. 


Case XIV. A. R.; March 9—April 2 1910; et. 24; married. Men- 
struation began at 13, normal. Married 4 years, no pregnancy. For 3 
years the patient had had occasional attacks of sharp shooting pain in the 
lower part of the abdomen and left side, the pain was increased by walking. 
It had no relation to menstruation but at the time of the first attack the 
periods were very irregular. 

On Examination. Abdomen normal. 

PV. A cystic swelling found in the left ovarian region. 

Operation (March 11). The left appendages were found to be very 
adherent to surrounding structures ; in separation the ovary ruptured and 
discharged tarry fluid. The right tube and ovary were normal. 

Parts Removed. The left appendages. The tube was tortuous and its 
walls were thickened and oedematous. The ovary was ragged and the cyst 
that had ruptured was about the size of a walnut, there were 6 or 8 small 
ones which gave the ovarian tissue a honey-combed appearance. All the 
cysts contained tarry blood. 

On Microscopical Examination. This proved to be a lutein cyst of 
ovary with enormous clumps of lutein cells. 


Casz XV. E. P.; March 10—April 9 1910; et. 34; married. Men- 
struation started at 19, the periods were regular and very profuse, each 
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lasting 10 days. There was always severe pain at the periods which had 

caused her to stay in bed for 2 or 3 days and apply fomentations to the 

abdomen. Married 10 years, 2 confinements in the first 2 years, one at full 

term the other prematurely; each puerperium normal. For years before 

admission there had been some constipation and pain in the right iliac 

region. Late in November 1909 a period ended, a week later she felt ill 

and went to bed, that evening she vomited. There was pain in the right 

iliac fossa but no worse than it had been on many occasions. The next’ 
day vaginal hemorrhage started and persisted for 10 days, clots were 

passed and the discharge was said to be offensive. The patient remained 

in bed a month and vomited nearly every night; during this illness the 
pain passed into the left iliac fossa and persisted until admission. The 
next period came on one month after the hemorrhage ceased and afterwards 
menstruation was regular; there was, however, no dysmenorrhea and a 
small amount of brown discharge was noticed between the periods. 


On Fzamination. Abdomen normal. 


P.V. A large, hard, irregular, fixed mass was felt on the left of the 
uterus. 


P.R. Craggy hardness of the cellular tissue. From the examination 
the mass appeared to be of a malignant nature. 


Operation (March 11). The mass was found to be composed of the 
densely adherent left appendages; in separation a cyst ruptured and 
discharged about } an ounce of tarry fluid. The right appendages were 
normal. There was very marked inflammation of the pelvic cellular tissue. 


Parts Removed. The left appendages. The tube was thickened. The 
ovary contained a ruptured cyst the size of a walnut with thick tough wall 
roughened externally. 


On Microscopical Examination. The wall was found to be composed of 
pigmented fibrous tissue. 


Cass XVI. E. S.; July 16—August 10 1910; et. 37; married. 
Periods always regular and profuse with discomfort for a week before and 
for 2 or 3 days of the flow. She had had 1 child 7 years and a doubtful 
abortion 1 year before admission. Frequent attacks of pain in the left 
iliac region for 3 or 4 years; in November 1909 there was a very severe 
one accompanied by vomiting and marked abdominal tenderness, after this 
the pain became almost constant. On July 16 she was seized with very 
acute abdominal pain, it persisted all day and there was frequent vomit- 
ing; the bowels had been regular. The patient was brought to the hospital 
that evening. ; 


On Examination. The abdomen was distended below the umbilicus; 
there was marked peristalsis and tenderness in both iliac fosse, especially 
the left. On July 18 a brown vaginal discharge was noticed. The tender- 
ness gradually subsided and then a swelling could be felt on deep palpation 
just above the symphysis. 


P.V. An elastic swelling was found filling up the posterior and right 
side of the pelvis, depressing the posterior fornix and fixed to the pelvic 
wall. Just behind the cervix there was marked induration. 

Operation (July 26). On opening the abdomen a small quantity of 
tarry blood was found in the peritoneal cavity. There was a very adherent 


22 
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cyst of the left ovary, the size of a cocoa-nut,which had apparently leaked. 
In removal it ruptured. The right appendages were normal. 


Parts Removed. The left appendages. The ovary was converted into 
a cyst which had contained about half a pint of tarry fluid; the wall was 
tough and thick for the most part but thinned in places. The external 


surface was ragged from adhesions. The left tube was normal in appear- 
ance 


Casz XVII. S. S.; August 3—26, 1910; et. 28; married. Menstrua- 
tion started at 14, was regular and painless. Married 8 years, 1 child 7 
years and 1 miscarriage 5 years before admission. In 1907 she had 
suffered from continuous aching pain in the left iliac region; she was 
admitted to a hospital in Russia where she remained in bed for 4 or 5 
months under treatment for her pain and finally was operated upon. For 
24 years she was well except for a yellow vaginal discharge. In June 1910 
the periods ceased and she suffered from pain across the lower part of the 
abdomen, in the thighs and left shoulder. Since the onset of the pain she 
had vomited after nearly every meal. For a fortnight before admission the 
pain had been more severe. She came to the out-patient department on 
August 3; then she had marked tenderness over the whole of the lower 
part of the abdomen but especially in the right iliac region and the right 
vaginal fornix, the temperature was 100° and she appeared to be so ill 
that she was admitted at once. Lying in bed for 2 days the temperature 
fell to normal, but the pain persisted and kept her awake at night in 
spite of injections of morphia. 


Operation (August 5). Under the anesthetic a fixed mass the size of a 
tangerine orange could be felt on bimanual examination in the situation 
of the right appendages. The abdomen was opened through the old scar 
and the right appendages were found to be firmly bound down by adhe- 
sions ; in separating these 2 cysts ruptured, one containing blood stained 
serum the other tarry fluid. The left appendages were absent. 


Parts Removed. The right appendages. The tube was closed and 
distended to the size of one’s little finger with serous fluid, the fimbriated 
end had apparently been removed. The ovary was the size of a hen’s egg 
and contained 10 or 12 blood cysts the largest of which had ruptured, 
some of the smaller ones contained tarry fluid and the others clotted blood. 


Casz XVIII. M. B.; August 14—31 1910; et. 32; married. Men- 
struation started at 11, regular and painless. Married 8 years, no 
pregnancy. In 1905 she had an attack of sharp pain in the left side of 
the abdomen and after that there was always a dull ache in the same 
region ; at this time the periods became much more profuse and recurred 
every 14 days; this condition persisted for 4 years when the periods 
became irregular with intervals sometimes of 2 or 3 months and sometimes 
of only a few days. There had been 3 months amenorrheea at the time of 
admission. 

On Examination. Marked tenderness in both iliac regions. 


P.V. A fixed mass on either side behind the uterus, the left about the 
size of a tennis ball, the right a little smaller. 


Operation (August 15). Matting in the pelvis around cysts of both 


ovaries. In separation they both ruptured and discharged several ounces 
of dark tarry fluid. 
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Parts Removed. Both appendages. The tubes were normal. The left 
ovary was converted into a spherical sac 24 inches in diameter which had 
ruptured. The wall varied in thickness in different parts from } inch to 
the thickness of paper. There were many adhesions on the outer side and 
several small cysts containing tarry fluid. The inner surface was smooth, 
but in several places there were cup-like depressions indicating the original 
site of separate cysts. The right ovary was similar, its chief cyst measur- 
ing 1? inches in diameter ; crossing it was a cord about the thickness of 
the radial artery. 

Bacteriological examination of the contents of one of the small unrup- 
tured cysts showed the presence of staphylococcus albus in pure culture. 
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Results of Wound Healing and Mortality Rate ot 
156 Consecutive Laparotomies Performed in the 
Gynecological Ward of the Glasgow Royal 
Infirmary During the Year 1909.* 


By G. Batrour Marsuatt, M.D., F.R.F.P.S.G., 


Senior Gynecological Surgeon, Glasgow Royal Infirmary; 
Extra Mural Lecturer on Obstetrics and Gynecology. 


Durine the year 1909, 266 operations were performed under 
anasthesia, and of this number 156 were laparatomies. The ward 
accommodation is at present too limited to overtake all the material 
placed at our disposal, and the amount of work recorded is only 
possible by dismissing patients as soon as they are fit to go home. 
Thus the large majority of the laparotomies leave hospital on the 
16th day after operation. 

Inflammatory diseases of the uterine adnexa are very common 
and no less than 65 of the laparotomy cases, equal to a percentage 
of 41°6, suffered from chronic salpingitis or pyosalpinx. Although 
many of them were gonorrheal or tubercular in origin yet it is 
astonishing what a large proportion dated from the puerperium as 
the result of septic infection in midwifery practice. 

The deaths were six, giving a percentage mortality of 3°9. 
Two of the 6 cases were so ill that operation might have been 
refused had there been any desire to keep down the mortality rate, 
but as it was their only chance there was no hesitation in giving 
these patients the possible benefit of surgical interference. The 
third patient died from faulty after-treatment, the house surgeon 
withdrawing the whole of the pelvic gauze packing 48 hours after 
operation. The rectum had been injured during a difficult 
panhystero-salpingo-oéphorectomy and the removal all at once of 
6 yards of gauze led to a breakdown of the protecting adhesions 
with consequent general bacillus coli peritonitis. The other three 
cases were unexpected deaths, the first on the 17th day after 
operation from sudden syncope of unknown cause, the pulse and 
temperature being normal; the second from exhaustion on 14th 
day due to diarrhea; the third from ileus on 5th day after an 
incomplete operation owing to the bowels being universally 
adherent. 

In giving an analysis of the 156 laparotomies, only the indica- 


* Read at a meeting of the Glasgow Obstetrical and Gynecological Society, March 
23, 1910. 
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tions for operation and the operations required are tabulated, as 
the main.scope of this paper is to give a statement of the technique 
adopted, and the results obtained both as regards wound healing 
and mortality. 

All surgeons aim at an ideal which will give perfect results and 
each has his own method for attaining it, but it is not to be looked 
for by seeing how quickly a patient can be got off the table, an 
assistant meantime standing by to give the time to the fifth of a 
second. No surgeon should operate to the gallery. An ovariotomy, 
for instance, cannot be completed from start to finish within ten 
or fifteen minutes if the procedures I advocate in opening and 
closing the abdomen and the thorough peritonisation of all raw sur- 
faces are carefully carried out. Speed is no doubt an important factor 
and in some cases so vital that certain otherwise important details 
must be neglected, but it may be and is frequently overdone to the 
sacrifice of the patient’s future well-being, which with a low opera- 
tive mortality and uninterrupted convalescence is after all the 
ideal to be attained. What is the use of rapid operating, when not 
absolutely necessary but solely in the endeavour to beat records, if 
the patient afterwards suffer constant pain from the use of mass 
ligatures, especially where silk sutures are employed, or from 
adhesions caused by surfaces left bare or imperfectly covered with 
peritoneum, not to mention other risks? Again witness the annoy- 
ance and discomfort to a patient who suffers from a ventral hernia 
resulting from the weak scar following a simple approximation by 
through and through sutures of an abdominal incision in the linea 


alba. 


TABLE oF DisEAsEs IN 156 ConsEcUTIVE LAPARATOMIES. 
Uterus. 


Prolapse ... i a we oe ae Gar Sel dae 
Mobile Retroflexion sia hes . 383 
Fixed Retroflexion all wench with kecuie abet 
re eee ee eee 
i ap CC a ee oe 
Pee > kes ae ae eh 1 
Carcinoma cervicis (cpithelioma 2, adens-careinema 1) 3 
Adeno-carcinoma corporis .. 1 
Chorionepithelioma corporis 1 
Fallopian Tubes. 
Tubal gestation (hematocele 7, free hemorrhage 1, 
complete abortion 1, incomplete 7)... ... ... ... 8 
Chronic salpingo-odphoritis (tubercular 3)... ... ... 36 
Pyosalpinx (tubercular 4, tubo-ovarian abscess 3) ... 24 


ee ee ee ee ee 
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Ovaries. 
uh a ee me as ee ee ee ee 
Follicular apes. a aoe oe ae 
Cystoma (unilateral 11, | 7 io ee tee 
Adeno-carcinoma diet ‘i aa. te, ee ee SE 


Sarcoma SSE OO a yy cae eM ry a 
Broad Ligament. 


TD isc kee eee ak se, Se a 
ee 26 ts a ee ee: ee Ge Gee 
Peritoneum. 
Suppurative peritonitis (tubercular 1, ruptured ovarian 
SE as’ as es se ee oe, oe 
Lympho-sarcoma 1 
Various. 


Ventral hernia through laparotomy scar 

Umbilical hernia 

Cyst of urachus... 

Appendicitis Ce a ae ee 

Many of the above were associated with other conditions as 
complications which required an extension of the operation. 


oO = = CO 


TABLE OF OPERATIONS IN 156 LAPAROTOMIES. 
1. Prolapsus uteri: 
(a) Round ligament suspension and colpoperineo- 


Ce ac So ees a ee, 
(6) Ventro-fixation, colpoperineoplasty and _sal- 
pingo-odphorectomy ... ... ... .. we we 1 


2. Retroflexio uteri (mobile) : 

(a) Round ligament suspension, combined with col- 
poperineoplasty 4, amputation and repair of 
cervix 2, unilateral odphorectomy 2, ovario- 
tomy 1, excision of varicocele 1 ... ... ... 29 

(6) Ventrosuspension, combined with colpoperineo- 
plasty 1, salpingo-oéphorectomy 1... ... ... 3 

3. Retroflexio fixata : 
(a) Round ligament suspension, combined with con- 


servative operations on adnexa... ... 4 
(b) Ventro-fixation, combined with removal of ‘tubes 
and resection of ovary ... 10. ss. se oe 2 


4, Fibromyomata uteri: 
(a) Myomectomy on pregnant uterus 
(b) Total hystero-myomectomy ... 
(c) Subtotal _,, ie 
Combined with appendicectomy i, cxndiontinn 
of parovarian cyst 1. 


ae 
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5. Carcinoma uteri: Wertheim’s operation ... ... ... 3 
Chorionepithelioma uteri: Total hysterectomy ... 1 

t 6. Conservative operations on adnexa, resection of ovaries, 
releasing adhesions 5 
7. Salpingectomy for tubal gestation... 8 





8. Unilateral salpingo-odphorectomy (pyosalpinx 1, 
chronic salpingo-odphoritis 17), combined with 
appendicectomy 2, ovariotomy for cystoma 1, round 
ligament suspension 5... . 18 

9. Bilateral salpingo- -obphorectomy Gaeeenleien ll, wal 
pingo-odphoritis 9), combined with appendicectomy 2 

10. Bilateral salpingectomy with resection of ovaries 

11. Panhystero-salpingo-odphorectomy for bilateral pyo- 
salpinx, combined with resection of bowel 1, appendi- 
cectomy 1... .. “a a 

12. Unilateral otiphersehnuny ‘fe follicular _re ven 

13. Ovariotomy bilateral 7, unilateral 1] ... ... ... «.. 18 

14. Venectomy for varicocele broad ligament; other com- 
plications... es 

15. Laparotomy for ialieewulan pavitenitie... 

16. Incomplete laparotomy, sarcoma 2, carcinoma 2... 

17. Herniotomy (ventral 3, umbilical 1) ee 

18. Exploratory laparotomy for constant fixed pain... 

19. Resection of ileum owing to densely adherent pyosal- 
pinx.. . 

20. Appendioutony ‘comliiawed ‘with othe: operations 


21. Vaginal hysterectomy for fibrosis uteri.. 


Ca) 


ao 
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Mortatiry. 
6 deaths=3'9 % 


Nature or Case anp Cause oF Dratu. 

1. Hystero-myomectomy: constant uncontrollable diarrhea, death 
from exhaustion 14th day. 

2. Hysterectomy for chorionepithelioma: large sloughing tumour; 
patient very ill; post operative septic peritonitis, death 63 
hours. 

3. Panhystero-salpingo-oéphorectomy for pyosalpinx: rectum in- 
jured. Well till all pelvic gauze packing removed contrary 
to orders on 3rd day. B. coli peritonitis followed. Death 
6th day. 

4. Tubercular peritonitis: universal intestinal adhesions, incom- 
plete operation; death from ileus 5th day. 

5. Suppurative peritonitis: well till 17th day, death in 10 minutes 


from sudden syncope, cause unknown as no post mortem 
permitted. 
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6. Hystero-myomectomy for sloughing fibroid and suppurative 
peritonitis: lower abdomen full of pus. Did not rally after 
operation. Death in 2 hours from shock. 


GENERAL TECHNIQUE. 

Preparatory Treatment. Except in cases of emergency patients 
are kept at least three days in bed before laparotomy, but if 
debilitated or anemic, sufficiently long to improve greatly their 
condition, since feeble women have little resisting power to infection 
and are more liable to post-operative shock. In cases of anemia 
due to prolonged hemorrhage as from fibroids, a blood count is 
taken at regular intervals to judge of the fitness of a patient for 
hysterectomy. 

Patients before being put to bed are bathed and the head 
thoroughly cleansed. The vulva and mons veneris even for minor 
operations are shaved and all patients are antiseptically douched 
twice daily. 

The food should be simple but ample and fluids partaken of 
freely to flush the kidneys. I do not believe in purging patients 
before operation. A full dose of castor oil, the best of all laxatives 
for gently but thoroughly emptying the bowels, is given on admis- 
sion and repeated as required to ensure daily evacuation. On the 
morning of operation the lower bowel is washed out with a large 
simple enema. I prescribe Bismuth Subnitrate gr. xx with Salol 
gr. v thrice daily before food for the three days preceding operation, 
as I find this largely prevents the flatulent distension of the small 
intestine, which when present is so troublesome to the operator and 
difficult to pack back out of the pelvis. 

Preparation of abdomen. My former practice was to have the 
skin cleansed with turpentine and ether 48 hours before operation 
and covered by a sterile dressing. This was replaced about 4 hours 
prior to operation by a carbolic dressing which was only removed 
for the final disinfection after the patient was on the table. This 
gave very good results, 88% of the abdominal wounds healing 
perfectly, as will be shown further on. I had doubts if this pro- 
longed preliminary preparation of the field of operation was really 
necessary if not perhaps a disadvantage, as the moist dressing 
poulticed and rendered the skin sodden. Wounds did quite as well 
where as in emergency cases the cleansing was done just before 
operation. There was the further disadvantage that nervous women 
were much upset by the procedure. Since the beginning of this 
year I have simplified the procedure with results which so far leave 
little to be desired judging by a series of over 100 cases. The 
patient gets a bath the night before and no covering is placed on 
the abdomen. She has already been shaved on admission to hospital. 
While the patient is being anesthetised the whole abdomen is 
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thoroughly scrubbed with ethereal soap solution and sterile water, 
using a sterile brush.. This is followed by a thorough swabbing 
with 1 in 500 methylated spirit mercuric biniodide and not more 
than 4 or 5 minutes are spent in the process. The results have been 
so good that there has been no special inducement to abandon this 
method for iodine. Sterilized towels completely cover the patient 
and are fastened to the skin round the field of operation by towel 
clips, leaving just sufficient room for the incision and subsequent 
manipulation. The skin is thus completely covered up to the edges 
of the incision so that the gloved hands do not come in contact with 
it. Fresh towels are placed round the field of operation before the 
final closing of the abdomen or earlier if soiled as from the contents 
of an ovarian cystoma, 

Operator and assistants. The fewer assistants the better. 
Operator and assistant remove outdoor clothing, put on operating 
suits and canvas shoes, and wear sterile gown, sleeves, and rubber 
gloves. The head and face are completely covered up with a cap 
and face piece which is tucked under the gown in front. The open- 
ing in the face piece is just large enough to see through. 

Only one nurse is required to manage the instruments and thread 
needles, and she also wears cap, gown, and rubber gloves. A second 
nurse frequently changes the sterile water in which the gloved 
hands are cleansed during operation. 

No sponges are used, only sterilized gauze swabs, which are tied 
up in bundles of one dozen, from 1 to 3 dozen swabs sufficing for 
most operations. They are handled solely by the assistant, who 
drops them after use into a special pail, and is responsible for the 
number. Every swab must be accounted for before the abdomen 
is closed, a precaution which is absolutely necessary. 

The hands are cleansed under running water with ethereal soap 
solution and brush for about 5 minutes, longer is not necessary, and 
then thoroughly swabbed for other 4 or 5 minutes in 1 in 500 
mercuric biniodide spirit solution. I put on the rubber gloves with 
the hands wet from this lotion. 

The rubber gloves are sterilized by boiling and are put on wet 
from sterile water. Boiling injures them -less than dry sterilization 
so that they last a little longer. 

They are easily and snugly applied by filling each glove with 
water and using a piece of sterile gauze to draw on the fingers. 
The use of the gauze has the further advantage of preventing the 
gloves being handled by the skin while being drawn on. Some 
surgeons still see fit to sneer at gloves, but of this I am absolutely 
convinced, that since using them the percentage of perfectly healed 
wounds is higher both as regards laparotomies and colporrhaphies, 
and there is no risk of infecting the catgut, which I use exclusively 
for all suturing except skin and bowel. One soon becomes accus- 
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tomed to the use of gloves so that there seems to be no loss of tactile 
sense. A glove can be absolutely sterilized and, if soiled during 
operation, changed for another. This is impossible with the skin, 
and if the hand be infected during operation by pus or fecal matter, 
much valuable time is lost in recleansing, whereas the changing of 
gloves is a matter of a few seconds. 

Instruments. All instruments are sterilized by boiling and laid 
on sterilized lint in a tray. Those required for suturing the 
abdominal wound are kept apart, enclosed in sterilized lint on a 
separate tray, and are not touched or exposed till needed. 

The knife which cuts the skin is laid aside and a fresh knife taken 
to cut the deeper layers. The artery forceps used for the subcuticular 
vessels are reboiled after removal. 

Instruments which have been in contact with pus tubes or other 
infected areas and those used for intestinal work are laid aside, 
or if likely to be required again are resterilized. 

Method of opening and closing the abdomen. The skin and fat 
are incised in the linea alba to the fascia and then on the left side 
dissected off the sheath of the left rectus to a distance sufficient to 
allow of opening the sheath about } inch from the inner border of 
the muscle and leave a wide enough margin free of fat for subse- 
quent suture. The muscle is dissected, not torn, from its attachments 
to the sheath and turned outwards, the peritoneum being finally 
opened to the left of the middle line so that when closed again the 
line of suture is covered and supported by muscle. 

I have tried many ways of closing the abdomen but now suture 
in four layers by the following method, which leaves nothing to be 
desired, since the scar is perfect forming a fine line; there is no 
weakness, every suture line being supported by the overlapping 
layers; an abdominal belt for future support is not necessary, nor 
do I ever prescribe one, and so far no patient has reported herself 
with a ventral hernia. Yet I have seen many hernie following 
through and through suturing in one layer, a method I never adopt 
unless compelled to by special circumstances demanding speed such 
as shock on the table or where the patient is already in a feeble 
condition, and even then I prefer to first close the peritoneum with 
a continuous catgut suture. 

The peritoneum is closed by a continuous suture of No. 2 20-day 
chromicised catgut threaded on a round needle, special care being 
taken to include the transversalis fascia and aponeurosis which by 
retracting are liable to be overlooked. The rectus muscle is brought 
into position over this and sutured into place by No. 2 catgut 
mattress or continuous suture, and for the latter the peritoneal 
needle and suture may be utilised if left long enough to complete 
both layers. A needle with cutting edge should not be used for the 
muscle as it causes hemorrhage. 
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The sheath of the rectus is now closed by a continuous No. 3 
catgut and.a stronger line of union is obtained if the edges are made 
to overlap. This is done by taking an in and out bite of the left 
side as with a Lembert suture, the needle being then passed from 
behind through the right side so that when the suture is pulled 
taut the right edge overlaps the left, ensuring a strong scar. The 
skin and fat being united in the middle line completely overlap 
and support this. 

For closing the skin and fat layer silkworm gut sutures are 
used, interrupted if wall be thick, continuous if thin, and sometimes 
a combination of both methods. The needle should enter and 
emerge close to the skin edge, since if a big bite be taken there is 
very apt to be an inturning or overlapping of skin edge interfering 
with perfect union. Special care must be taken to include the 
underlying fascia with the skin sutures to avoid leaving dead spaces 
in which blood or serum may collect. Care must also be taken to 
tie the sutures only sufficiently tightly to approximate gently the 
wound surfaces. Sutures tied too tightly interfere with perfect 
union. 

The wound is freely swabbed with hot saline as each layer is 
completed. When the wound is finally closed the skin surface is 
washed, cleaned, dried, and covered with dry sterile dressings, kept 
in place by a flannel binder. No antiseptic dusting powders are 
used, nor are they necessary. The skin stitches are removed on the 
10th day and the scar covered by a piece of gauze fixed in position 
by strips of plaster. 

Two cases operated on last year, during the 6th week of 
pregnancy, both went to term without any injury to the scar, yet no 
supporting belt was worn and no hernia has appeared. 

The catgut I use is van Horn’s and, to my knowledge in many 
hundreds of operations, I have never found it fail me as regards 
sterility. Catgut has been and is too often blamed for a wound 
going wrong, when it is more likely some fault in technique, and 
I have noted many ways in which catgut or wound may be infected, 
some of which should be mentioned. While investigating some 
unaccountable cases of sepsis amongst my ward patients I learnt 
that the instrument nurse, although wearing rubber gloves and cap, 
put her fingers to her hair and adjusted her eyeglasses during the 
course of the operation, no doubt unconsciously, and until I dis- 
covered the cause blamed the catgut, although pieces sent to the 
bacteriologist were declared quite sterile. A change of nurse 
reduced my cases of sepsis to a very large extent. A catgut ligature 
may be allowed to trail against blanket, table, or basin, or a forgetful 
instrument nurse may even suck the end of the ligature on experi- 
encing difficulty in threading it. 

I have seen operators without protecting masks talking freely 
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while bent over the open abdomen and have noticed the brow per- 
spiration drop on to peritoneum and wound. While watching a 
surgeon I noticed the nurse, who was responsible for his gauze 
swabs and who stood behind him, give him one with the same fingers 
with which she had just been arranging stray locks in her hair. 
This piece of gauze was used to wipe peritoneum. 

To avoid such risks the gauze swabs are placed where I can see 
them beside the assistant and he alone handles them. The instru- 
ment nurse also stands where her every movement can be noticed. 

Results of wound healing. The following are the results in 152 
of the laparatomies, the other four having died before the stitches 
were removed. 

Healed perfectly by first intention throughout 134=88 per cent. 


Hematoma lower end of wound ... ... ... 1= 06 ,, 
Fat necrosis part of wound ... ... ... «. 8= 52 ,, 
Pus in wound ... ... .. nw a Bea 


39 
Hematoma. One case, following Gilliam’s round ligament 


suspension of the uterus. This is prone to occur after ventro- 
suspension, but this is the only instance in which I have seen it 
after round ligament suspension in an experience of over 80 cases. 
The hematoma was small and limited to lower end of wound. 

Fat necrosis is that condition where the wound apparently heals 
by first intention owing to the skin edges uniting, but a small 
opening appears later in the scar through which a thin blood- 
tinged serous fluid escapes. It is associated with a slight rise in 
pulse rate and temperature. The fluid may escape by the end of the 
first week or not till the stitches are removed on 10th day. In one 
case it did not show till the 13th day and 3 days after the stitches 
had been removed. It is limited to the deeper fat layer and is 
favoured if any dead spaces are left. All that is necessary for 
treatment is to enlarge the small opening sufficiently to admit a 
small wick drain. The sinus closes rapidly as a rule without any 
further yielding of skin and does not weaken the scar. 

Suppuration of the wound. If the wound be infected and pus 
form the result is very different. The whole skin and fat layer gape, 
in some cases even the fascia and muscle, the surfaces being covered 
by sloughs. Such a wound takes a long time to fill up by 
granulations. 

Suppuration occurred in 9 cases and all after the following 
severe operations : 


Wertheim’s operation for cancer of cervix... .. 2 
Panhystero-salpingo- odphorectomy for bilateral pyo- 
salpinx in two of which the rectum was torn ... 6 


Bilateral salpingo-oéphorectomy for double pyosalpinx 1 
In the last case suppuration being slight the wound was thoroughly 
cleansed and swabbed with benzine and resutured when it healed 
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by first intention. This was tried in one of the others but failed. 
I have had successes in other cases by waiting till healthy granula- 
tions have formed and all sloughs disappeared. 

In the two cases in which the rectum was torn the infection was 
due to the B. coli no doubt carried by my fingers before the wounds 
were discovered and the gloves changed. 

In three cases the lower half of the wound only was affected. 

Technique inside the abdomen in pelvic operations. The abdomen 
having been opened and explored by the hand to confirm the diag- 
nosis and note any other possible complications be it in vermiform 
appendix, or gall bladder, a large two-layer-thick lint pad wrung out 
of hot saline is inserted and the patient placed in Trendelenberg’s 
position. This lint pad measuring about 9x6 in., is large enough to 
cover the intestines completely, and is used to pack them back out of 
the pelvis, being much superior to gauze for this purpose. The use 
of such a pad, which not only protects the bowels but keeps them 
warm and moist, is one of the most important factors in limiting 
shock and in favouring the comfort of the patient during the first 
few days after operation. It also so completely shuts off the 
abdomen above that it diminishes the risk of pieces of gauze used 
for further protection from slipping upward and being lost. It is 
a matter of no little difficulty finding a gauze swab which has dis- 
appeared amongst coils of intestine. 

Clamps are freely used to facilitate speedy removal of organs, 
for the less dragging there is on retro-peritoneal structures the less 
shock there is to the patient. The cut vessels by being exposed in 
the bite of the clamps are easily seen and ligated in their continuity. 
Mass ligatures are never employed. I consider it bad surgery to 
bunch up a pyosalpinx, tie the top of the broad ligament with an ° 
interlacing suture and then cut it through like the pedicle of a 
cystoma. Such a procedure is responsible not only for the produc- 
tion of adhesions but for much after pain which may be as bad as, 
or worse than, that caused by the disease for which the operation 
was done. I have seen too many of these women, in whom I know 
mass ligatures were employed in the manner referred to, complain- 
ing of distressing pain which nothing short of another operation 
could relieve. Even for ovarian tumours I do not mass ligature 
the pedicle but tie the ovarian vessels on each side and cut the 
pedicle close to the broad ligament, the peritoneum being sutured 
over the resulting wound. 

Where necessary for further security as when the broad liga- 
ments are thick and edematous supplementary ligatures are passed 
just before closing the abdomen. 

I abandoned silk for catgut inside the abdomen in pelvic work 
over 12 years ago and cannot understand why some surgeons still 
use it. For a time I tried catgut prepared by the iodine method, 
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but now only employ 20 day chromicised catgut except for intestinal 
work for which No. 1 or 2 celluloid thread is used. 

The ligatures for suturing blood vessels are of No. 3, passed 
double if greater strength is required rather than use a thicker 
strand. Peritonisation is done with No. 2 threaded on a fine 
round needle. 

I have never had a case of post-operative hemorrhage with 
catgut. I lay great stress on the careful peritonisation of all raw 
surfaces as well as the avoidance of exposing or injuring peritoneum 
and exposure or handling of intestine. These precautions do more 
to prevent the formation of post-operative adhesions than any 
experimental methods tried such as the injection into the abdominal 
cavity of saline; smearing stumps and raw surfaces with collodion, 
olive oil, lanolin, fat, or mucilage; or oral administration of phos- 
phorus or peptone. 

Different methods of operating do not come within the scope 
of this paper. 

Drainage. Drainage may be necessary after certain operations 
but the greater the experience of the operator and the more 
thorough his technique the less often will he drain. For example 
the separation and removal of a widely adherent bilateral pyo- 
salpinx may leave such extensive raw oozing surfaces that drainage 
is required, when this could be avoided by the more thorough and 
better operation of hystero-salpingo-odphorectomy after which it 
is possible to cover in all raw surfaces with peritoneum. Drainage 
is not necessary if the pus from a pyosalpinx be sterile so that if 
some escape simple swabbing will suffice. In any case the periton- 
eum and surrounding parts should be protected by packing the field 
of operation well off with gauze which catches any pus which 
may escape. 

Drainage is absolutely contraindicated if an operation be con- 
ducted aseptically, all bleeding points controlled and thorough peri- 
tonisation of raw surfaces carried out, all three procedures, in addition 
to those previously mentioned, being most essential factors not 
only to the success of an operation but also to the future well-being 
of the patient in the prevention of adhesions. 

Drainage may be necessary for the following conditions in all of 
which I have employed it with advantage to the patient. 

(1) Where after separation of numerous adhesions in removing 
densely adherent ovaries, or ovarian tumours, pus tubes, 
retroflected uteri, or densely adherent sac of an old hemato- 
cele there is considerable oozing, which cannot otherwise 
be controlled or where it is better to pack in gauze for 
a speedy termination of the operation owing to the critical 
condition of the patient rather than waste time applying 
numerous ligatures in a difficult situation; 
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(2) Where it is impossible with safety to remove all of a densely 
adherent cystoma, hematocele sac or pus sac; 

(3) Where foetid pus has escaped from a pus tube, sac, or ovarian 
abscess, or where hematocele blood clot is septic. Two 
or three of my cases of tubal abortion and hematocele have 
been complicated with a pyosalpinx in the opposite tube. In 
one the patient had an acute gonorrhea with pus in both 
tubes, and the blood clot which filled the pelvis was stink- 
ing yet she made a good recovery. 


(4) Where suppurative peritonitis is a complication; 


(5) Where the rectum has been torn, an accident which in spite 
of all care may occur while separating a densely adherent 
pyosalpinx or tumour; 


(6) Where doubt exists as to the integrity of ureter or bladder 
as after Wertheim’s operation for cancer of the cervix or 
after enucleation of a deeply burrowing fibroid or cyst in 
the broad ligament. 


I do not resort to simple drainage by rubber tube or strips of 
gauze but pack freely using plain roller gauze of various widths 
four ply thick, and if necessary fill the pelvis up to the brim, which 
may require anything up to six or even more yards. 

For all pelvic conditions the abdomen is closed and drainage 
effected per vaginam. For conditions above the pelvis abdominal 
drainage is of course necessary. If in the enucleation of a broad 
ligament tumour a large cavity is left which oozes and cannot be 
effectually closed, thus leading to risk of a hematoma forming, I 
pack the cavity with gauze taken out through an opening made into 
the vagina and suture the peritoneum over it, thus entirely shutting 
off the abdominal cavity. 

It is sometimes unexpectedly found necessary to drain when the 
vagina has not been previously disinfected. Several years ago I 
adopted a plan which does away with what I consider a great risk, 
viz., hasty cleansing of the vagina by an assistant who pushes a 
pair of forceps against the posterior fornix on which the operator 
cuts, the same forceps being used to pull down the gauze into the 
vagina. Sepsis may easily be introduced by this method and there 
are also other serious risks which should be mentioned as they have 
actually occurred. An assistant passed the forceps through the 
urethra, and forced the base of the bladder against the posterior 
fornix with the result that the bladder was opened. In another 
unrecorded case the assistant entered the rectum with the forceps 
upon which the operator cut and the gauze was pulled through the 
anus, 

To pass the forceps under guidance of sight means disturbing 
the field of operation too much by turning up the sterile covering 











324 Journal of Obstetrics and Gynecology: 


from the legs, and this is doubly disadvantageous when the patient 
is in Trendelenberg’s position. 

The plan I adopt is to pack the pelvis as required, close the 
abdomen and apply the dressings. The patient is then put in the 
lithotomy position, the vagina thoroughly disinfected,a speculum 
passed and an incision made with scissors through the posterior 
fornix directly on to gauze, a piece of which is pulled into the 
vagina. The vagina should be further packed with gauze from 
below to check any oozing from the vaginal wound. 

This procedure may not be original, although I have not seen 
it mentioned, but it works admirably, is quickly done, and avoids 
all the risks already mentioned. 

The gauze used for pelvic packing should be left undisturbed 
till the third day when several inches are pulled down and cut off. 
After this withdrawal is easy and almost painless to the patient. 
Each day a further portion is removed until it is finally all with- 
drawn between the 5th and 7th day depending on the number of 
yards used. The vaginal wound should be kept open by a strip of 
gauze or a tube for several days longer, otherwise it closes too soon 
and secretion is retained leading to a rise of temperature. 

This gradual removal of the gauze is a very necessary precaution, 
regarding which a young assistant should be carefully instructed. 
One of the unexpected deaths last year was due to the house surgeon 
removing the whole of 6 yards of packing 48 hours after operation. 
The case was one of complete removal of uterus and adnexa for 
very adherent bilateral pyosalpinx during which the rectum was 
torn. The sudden removal of so much gauze left a large cavity into 
which the bowel was forced, breaking down the recent protecting 
adhesions, with the result that the patient died three days later of 
B. coli general peritonitis. 

Simple drainage with a rubber cigarette drain or rubber tube 
surrounded by gauze after injury to the rectum is useless. The 
pelvis should be packed with gauze well above the seat of injury to 
shut it off completely from the abdominal cavity, and the gauze left 
undisturbed till the third or fourth day to give time for strong 
adhesions to form. The last piece of gauze should not be finally 
withdrawn till about the 7th day. I have never lost a case after 
injury to the rectum by this method, and I do not include above 
case for reason given. You may suture the tear in the rectum, as is 
proper, but the surrounding parts are certainly infected with the 
B. coli and feces may eventually escape per vaginam, but the 
resulting fistula has always closed in my cases, 

Dr. Munro Kerr’s suggestion,* owing to his bad results after 
injury to the rectum, to paralyse the sphincter and drain by the 


* Trans. Edinb. Obst. Soc., 1908-9, Vol. xxxiv, p. 213. 
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anus is a procedure of which I fail to see the rationale, far less 
appreciate. Accidental drainage through the anus, already referred 
to, has been grievous in its results. 

After treatment. After a straightforward laparotomy with 
perfect asepsis there is little difficulty about after-treatment. The 
patient is well from the time she recovers from the anesthetic and 
post-operative sickness. In other cases everything depends on skilful 
management if the patient’s life is to be saved. 

When required by the state of the pulse strychnine gr. !/,, is 
given hypodermically every two, four or six hours. I have tried 
infundibular extract but still prefer strychnine, which is more 
lasting in its effects. 

Morphia I very rarely use as it interferes with the opening of 
the bowels on the second day. If the patient be very restless and 
suffering much pain she is the better of it, but I give no more than 
gr. 4 to } and not later than twelve hours after operation. 

As a routine treatment during the first 24 hours the patient gets 
normal saline solution per rectum either by enemata ur proctoclysis. 
Proctoclysis is specially employed for patients who require to be 
placed in Fowler’s position. 

The bowels are moved on the second day as this avoids the 
discomfort and colicy pain due to flatulence. Within 24 hours of 
operation three to five grains of calomel are given by mouth followed 
in three or four hours by teaspoonful doses of magnesium sulphate 
repeated hourly till from three to five doses are given. If this be 
not effective a turpentine enema is administered about two hours 
after the last dose of magnesium sulphate has been given. If the 
result is not all that is desired half an ounce of caster oil is given on 
the evening of the second day or morning of third day. 

As soon as the stomach will tolerate fluids the patient gets them 
even on the first day if there be no sickness, 

At one time I filled the abdomen with saline as a routine prac- 
tice and with perfectly good results, but now I rarely employ it 
preferring proctoclysis, which I regard as one of the most valuable 
additions to our after-treatment of abdominal operations. In certain 
cases it is indispensable, and many patients owe their recovery to its 
employment. I have had patients absorb from five to nine pints in 
24 hours. 

To be effective the apparatus for proctoclysis must be properly 
used by an intelligent and painstaking nurse otherwise the patient 
will not retain the saline. There are, however, patients who seem 
quite incapable of tolerating proctoclysis, although the chief reason 
for the failures in getting the saline retained complained of by some 
is fault on the part of the nurse, and I cannot do better than advise 
perusal of an excellent paper on the subject by Murphy in “Surgery, 
Gynecology and Obstetrics,” June 1908, vol. vi, p. 593. 


23 
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At first I used a flask and the rectal tube recommended by 
Moynihan, which worked exceedingly well, although constant atten- 
tion was necessary to keep the temperature of the saline from falling 
too low. This is obviated by the Magnuson-Murphy apparatus 
which I have had in regular use since it was brought to my notice 
early this year. 

With the object of diminishing post-anesthetic vomiting a hypo- 
dermic injection of picrotoxin was tried in about 150 consecutive 
cases, the injection being given before the patient left the operating 
table. I cannot say there was any noticeable benefit so I discon- 
tinued the practice. The best prophylactics are careful preparation 
of the patient and skilful administration of the anesthetic. 

I am no believer in the latest fashion of getting laparotomised 
patients out of bed in the first day or two. Patients who do well sit 
up on the 12th day, rise on the 14th and leave hospital on the 16th 


day, and this applies to nearly all cases which have not required 
drainage. 
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SELECT CLINICAL REPORTS. 


(Under this heading are recorded, singly or in groups, cases to which 
a special interest attaches either from their unusual character or 
from being, in a special sense, typical examples of their class). 


\ 


A Case of Spontaneous Separation of the Symphysis 
Pubis. 


By Frances M. Huxtey, M.B., B.Sc., 
Late House Surgeon, Glasgow Maternity Hospital, West End Branch. 


SpontaNeEovus separation of the symphysis pubis during, or as the 
result of, labour is a rare occurrence. From figures taken from 
Schauta’s Klinik, Vienna, only three cases were noted out of 30,000 
labours. In Chrobak’s reports, three were observed out of 64,149 
cases, and but few cases have been published in the last years. 

As factors predisposing to the separation of the pubic bones we 
must consider (a) the relaxation that takes place in the pelvic joints 
during pregnancy. This is especially marked in the symphysis 
pubis. There is increased congestion, less firmness, and a greater 
capacity for stretching. This condition of relaxation and extensi- 
bility is seen most markedly in young multipare, 7.e., in women who 
have had repeated pregnancies at short intervals and whose joints 
have had little time to regain their former compactness. In many 
patients, towards the end of pregnancy, if examined in the upright ° 
position, it is found that when the weight of the body is transferred 
from one leg to the other an up and down movement of the bones 
can be felt. Relaxation occurs sometimes to a marked degree, the 
patient experiencing difficulty in standing and walking, with tender- 
ness in the region of the joint. Such a condition lowers the power 
of resistance of the joint when labour occurs. (b) Inflammation due 
to traumatism or other cause; bone diseases, as osteomalacia. (c) 
The shape of the pelvis, diminution in its transverse diameter being 
the chief predisposing cause of separation of the pubic bones. The 
generally contracted pelvis is that in which this condition has 
usually occurred. Pressure is exerted upon the sides of the pelvis 
and the symphysis gives way. In osteomalacia, and in the funnel- 
shaped pelvis, there is a predisposition to separation (d) The use of 
instruments is also a cause; more especially was this so in the earlier 
days of obstetrical practice, when a disproportion between the size 
of the pelvis and that of the foetal head was overcome by powerful 
traction with the forceps. Poullet made experiments which proved 
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that a normal symphysis required a force of 180-200 kilog. to 
separate it, whereas in ordinary forceps cases only a force of 20-25 
kilog. is exerted.. Thus it would appear that if the symphysis pubis 
be normally resistant, delivery by forceps will not cause separation. 
(e) Abnormality in the size of the fetal head is also a factor, 
especially where there is rigidity of the cranial bones. 

The following case is of interest as there is no marked pre- 
disposing feature in the clinical history, and because complete 
separation did not occur till two days after labour. 

Mrs. McC., wet. 36 years; seven full term children, five of which 
are still alive; all the labours had been normal except that the fourth 
was a footling presentation. There is a history of three abortions. 
The previous history of the patient is good and without any evidence 
of the presence of rickets in childhood. 

The previous labour, which occurred four years before, lasted 
about two hours and resulted in a full term male child born alive 
and healthy. The history of the last pregnancy is uneventful except 
that two weeks before labour began the patient slipped from a chair 
when getting out of bed and knocked the right side of the pelvis 
against a table. This accident, however, seems to have given rise to 
no discomfort, as she was able to carry out her ordinary work. 
Labour began at 5.30 p.m. on November 25 1909 and ended at 3.15 
a.m. on November 26. The patient was attended in her home by 
a nurse from the hospital branch, who had much difficulty in 
managing her, owing to her complaint of the unusual severity of the 
pains. These pains were not referred to the symphysis pubis at any 
time. After labour the patient was comfortable, except that the 
“after-pains” were severe at intervals for 36 hours. On the morning 
of the 28th, after a motion of the bowels, the patient was changing 
her position in bed when she was seized with a violent pain, as if 
something had given way in the region of the symphysis pubis. 
Only with the greatest difficulty and with help could she regain her 
place in bed. When I saw the patient shortly afterwards the pulse 
and temperature were normal. There was pain over and about the 
symphysis pubis, and round the inner and upper part of the thighs; 
this was increased on movement or coughing. There was no external 
rotation of the limbs; some fulness was observed over the symphysis 
pubis, which was very tender to palpation. There was no tenderness 
in any other region of the pelvis. Passive movement of both legs 
caused pain. A firm binder was applied and the patient kept in 
bed. On December 4 the tenderness was not so great, and a more 
thorough examination could be carried out, although the slightest 
movement on the part of the patient still caused great pain. On 
palpation over the symphysis a distinct sulcus could be felt between 
the pubic bones, and the left horizontal ramus was slightly higher 
than the right. There was no tenderness at the other pelvic joints. 
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As the patient was still complaining of pain Dr. Louise M’Ilroy had 
her transferred to the Victoria Infirmary under her care. On Dec. 
11 an examination under an anesthetic was carried out, and the 
pubic bones were found to be separated 4 of an inch apart; the left 
ramus was about § in. higher than the right. On manipulation there 
was movement at the joint. The patient was kept in bed lying on 
her back with a tight binder round the pelvis. She was dismissed 
well on January 111910. The patient was seen again in February. 
She felt slight pain in the symphysis when climbing stairs, but was 
capable of doing her usual work. She was again seen in September, 
when she appeared perfectly well. The examination of the sym- 
physis showed that union between the bones had taken place, the 
line of junction being evidenced by a ridge on its inner aspect. 
Measurements were made of the pelvic diameters and some general 
contraction was observed. The patient measured 4ft. llin. in 
height. 

Remarks. The previous normal labours point to a healthy con- 
dition of the pelvis. The last birth had occurred after an interval 
of four years, which allowed for a return of the pelvis ligaments to 
their normal condition. The accidental fall, two weeks previous to 
labour, may have been a factor in causation, but the patient seems 
to have had very little discomfort from it. Unfortunately, no details 
can be given as to the size of the child’s head at birth, the patient 
having been attended in her own home by a nurse. The labour 
cannot be said to have been much prolonged, although it was remark- 
able for the amount of pain experienced. Separation evidently 
occurred on the third day after labour, caused by the patient’s moving 
about in bed. This exertion probably completed the separation already 
begun during labour. Two negative points are to be noted—there ~ 
was no outward rotation of the lower limbs, nor were they totally 
incapable of active moment. These conditions were formerly con- 
sidered to be essentially present. When Ahlfeld first wrote on the 
subject, he considered that separation was constantly associated with 
separation at one or both sacro-iliac joints. He modified this view 
later and allowed that slight separation might occur without any 
further break in the continuity of the pelvic ring. Other authors, 
as Braun von Fernwald and Engstrém, agreed with this later 
opinion, and the examination of sections proved it for them. 

A point of difficulty in my case is how one pubic bone could take 
up a higher position than the other unless one or other sacro-iliac 
joint had given way, but no symptoms went to show that this was 
so. 

The explanation of the present condition may lie in the passage 
through a pelvis, predisposed by its shape to give way at the 
symphysis, of a child larger than any of the preceding ones; and 
that partial separation took place during labour, to be completed on 
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the first active movement made by the patient. Whether the sym- 
physis was robbed of its normal stability before labour began is 
difficult to say; nothing led the patient to believe so. 

Most of the published cases have occurred in patients having a 
pathological condition of the pelvic joints, markedly deformed 
pelvis, or instrumental labours. Arendt,! however, published a case 
somewhat resembling mine. A healthy 23 year old secundipara with 
a normal pelvis, who, in the middle of her pregnancy, had a fall 
from a carriage, striking the ground with her back and one hip. 
This had but slight after-effects. Labour was normal, but on getting 
up on the 20th day of the puerperium, she had pain over the 
symphysis. There was no swelling and the pain was allayed by rest. 
A distinct separation was to be felt between the pubic bones. The 
patient left the hospital well in six weeks. 

Galvagni? gives a case almost identical with mine in its time 
and mode of occurrence. The patient got out of bed two days after 
labour. On getting into bed again, she lifted one leg, resting the 
weight of the body on the other, and at that moment felt a violent 
pain, rending in character, in the region of the symphysis. Move- 
ment was impossible. Sepsis occurred and the patient died some 
weeks later. 


1. Taken from ‘‘ Ueber Zerreissung der Schamfuge wahrend der Geburt.” Inaug. 
a von Johann Friedrich Ahlfeld. Leipzig. 1868. 

2. From R. Braun von Fernwald. “Arch. fiir Gyn.” Bd. 47, p. 104. Also 

detailed in Engstrém. “Mitteilungen aus der Gpusieilagieceen Klinik.” Ba.6, p. 239. 
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Acute Appendicitis within Ten Hours After Delivery. 
By J. W. Batiantyne, M.D., F.R.C.P.E. 


Dr. Cu1Lt’s case of appendicitis! twenty-four hours after labour finds 
a parallel in the case about to be recorded, which occurred during 
my term of office in the Edinburgh Royal Maternity Hospital last 
September. 

B. L., aged 20 years, a primipara, was admitted to the Royal 
Maternity Hospital on September 15 1910. Her last menstruation 
was in December 1909, and she had had quickening in February 
1910. ‘Two years ago she had been ill for eight months with “catarrh 
of the stomach, kidney trouble, and peritonitis.” Since then she 
had been delicate, but had had no definite illness. Labour pains 
commenced about 2.0 a.m. on September 15, and she was admitted 
to the Hospital at 5.40a.m. The abdominal examination revealed 
a uterine tumour corresponding to a full term pregnancy. The 
breech was felt at the fundus and the head was engaged in the pelvic 
inlet; the foetal heart was heard below and to the left of the um- 
bilicus. The per vaginam examination discovered normal passages ; 
the os admitted one finger; and the pains were rather poor. The 
examination of the chest showed no abnormality of the heart or 
lungs, but the urine contained albumen, 1°6 gr. per oz. Soon after 
midnight of September 15 the membranes ruptured, but the os was 
not yet fully dilated; during the early hours of September 16 the 
pains became stronger, and at 6.55 a.m. she was naturally delivered 
of a living female child weighing 7 lbs. 100z. The placenta came 
away 25 minutes later. The patient progressed quite well till 5.0 . 
p-m. when she suddenly vomited some greenish matter. I happened 
to be paying a ward visit at the time and was called to her. She 
shivered a little but had no actual rigor. Her temperature was 100° 
and the pulse 110. Before delivery the former had been 984° and 
the latter 80. Her respiration rate had suddenly risen to 36. There 
were no abnormal physical signs in the lungs or in the abdomen 
save for some tenderness in the right loin. Thinking that she might 
have been very constipated before delivery, I ordered a large enema 
and colocynth pills; but the enema produced no result, and the pills 
were vomited. At 8.0 p.m. she was still breathing very rapidly. 
Henry’s solution (2 oz.) was given as a purgative, and a poultice was 
put on the front of the chest. Another enema was given, with no 
result. At 1.0a.m. on September 17 she was complaining of severe 
pain in the right side. Examination showed the abdomen moving; 
there was marked tenderness and a very slight amount of resistance 


* « Journal of Obstetrics and Gynecology of the British Empire,” October, 1910, 
p. 268. 
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in the right iliac fossa; there was great distension of the upper 
abdomen, with a tympanitic note there. There was no dulness in 
the flanks, but the liver dulness was diminished. Except for slight 
impairment of resonance at the right base the lungs showed no 
morbid change. The patient, however, had all the general appear- 
ances of a severe illness; and a surgeon who saw her about this time 
in consultation gave it as his opinion that but for the fact that she 
was in the early hours of the puerperium he should have counselled 
opening the abdomen. Another enema was given with no effect, 
and she vomited two pints of dark bile-stained fluid. A little later 
an enema containing glycerine and Henry’s solution was given, the 
lower end of the bed being raised on high blocks during the process, 
but again there was no result. Pituitary fluid (minims x) was given 
intra-muscularly at 5.0a.m., and repeated at 5.45; but it produced 
no effect on the bowels and had no influence on the pulse rate. I 
saw her in the morning, and found her with a temperature of 99°8° 
and a pulse of 120; she herself said she felt better; but the abdominal 
condition was unchanged, and thinking there was some form of 
intestinal obstruction I arranged for her removal to the Royal 
Infirmary. She was received there at 11.0a.m., and almost imme- 
diately after her arrival she was operated upon by Mr. Miles. When 
the abdomen was opened free fluid was found in the peritoneal 
cavity ; the appendix was discovered to be gangrenous at the tip, and 
there was a perforation in the gangrenous part; the appendix was 
removed. On the 11th of October, Mr. Miles was able to report that 
the patient had left the Infirmary well; but she had been seriously 
ill after the operation, and had only gradually recovered. The 
infant, nursed at the Maternity Hospital, did well.* 

In its symptomatology the case strikingly resembles that reported 
by Dr. Chill in this Journat (p. 268), with this difference that the 
labour in my patient was not instrumental. The lesson which the 
case seems to teach is that even in a patient who has not been ill 
during pregnancy appendicitis may manifest itself in the gravest 
possible form in the early hours of the puerperium; immediate 
opening of the abdomen, under these circumstances, gives a chance 
of recovery, but it must be done at once. 


*T have to thank Dr. R. C. Alexander, the Senior House Surgeon, for making the 
notes of this case. 


Dr. J. J. Macan, a member of the Editorial Committee, and 
formerly Assistant Editor of the Journal, died at his home, Cheam, 
Surrey, on October 16th. By his death the Journal has lost a 
trusted friend and helper, and his colleagues on the Editorial 
Staff deeply regret the loss of his much valued services. An 


Obituary Notice and appreciation of Dr. Macan will appear in 
the Journal next month. 
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The Influence of Trauma in the Production of Diseases of the 
Pelvic Organs in Women. 

M. L. Harris (Surgery, Gynecology and Obstetrics, August 1910) has analysed 
a series of 412 railway (American street cars) accidents to women. Of these 77 
(18°7 per cent.) claimed injury to the pelvic organs as a direct result of the accident. 
The accidents varied greatly in severity; the majority were trivial. The cases are 
analysed and many of them described and discussed. The following conclusions are 
arrived at :—(1) Miscarriages during the first four months of pregnancy readily occur, 
often from comparatively slight injuries or even fright only, but after the fifth 
month they very rarely occur from such causes. (2) Such accidents very seldom, if 
ever, cause disease or displacement of the pelvic organs in women whose organs are 
normal and healthy at the time of the accident. (3) Women with chronic pus tubes 
or other pelvic inflammations may have acute exacerbations excited by accidents, 
producing general injuries. (4) Women with old lacerations, displacements, pro- 
lapses, etc., may have the symptoms resulting from such conditions temporarily 
aggravated by general injuries, and they are often particularly prone, either 
consciously or unconsciously, to attribute all their troubles to injuries, which really ~ 
had little or nothing to do with causing the conditions present. (5) Accidents 
producing general concussion of the body may produce a temporary irregularity in 
the menses, usually increasing them, but occasionally suspending them;. ‘stich 
functional derangements seldom last longer than three or four months. M.H.P: 


A Deceptive Form of Appendicitis in Women. 

H. 8. Crossen (Surgery, Gynecology and Obstetrics, August 1910) describes two 
cases of appendicitis, in each of which a mass formed in the right tubo-ovarian region 
and simulated clinically an adnexal swelling. Moréover, the mass developed so 
slowly and with so little acute disturbance that it was suggestive of a new growth 
rather than an inflammatory swelling. On exposure.of the mass, it was found to 
involve the cecum, not the tube or ovary; it was thought to be a new growth or 
tubercular mass extending from the ileo-cecal valve to the lowest part of the cecum. 
The appendix was, at first, nowhere visible, but after a careful search it was found, 
greatly thickened, buried in a fold of the cecal wall, which was also greatly 
thickened. The appendix only was removed. In each case the patient recovered, 
but it was some months before the cecal mass was absorbed. Crossen has heard 
of another case in which the cecum was excised, with a fatal result, because it was 
supposed to be the seat of a malignant growth. Subsequent examination revealed an 
inflamed appendix hidden in the overlapping and inflamed cecal walls. M.H. P. 
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Report on the Employment of Vaccine Therapy in Gynzcology and 
Obstetrics. 


J. Wuirripcs Wituiams, E. B. Cracin and F. 8S. Newewt (Surgery, Gynecology 
and Obstetrics, July 1910) formed a sub-committee of the American Gynecological 
Society to consider this question. As none of them has worked at the scientific side 
of the subject, the report is based upon a critical study of the literature only. 
After a brief review of the theoretical aspects of the subject, the practical results, 
as recorded in literature, are analyzed, and the following conclusions are presented :— 

1. Opsonins undoubtedly play a part in the production of active immunity. On 
the other hand, the determination of the opsonic index is technically very difficult, 
and is subject to such variations that it is not available as a diagnostic or prognostic 
guide, and even among trained bacteriologists there is considerable scepticism as to 
its practical value. 

2. Immunization by means of vaccines is a well-established prophylactic measure 
against certain infectious diseases, notably typhoid, cholera, plague, and dysentery. 
Vaccine therapy is undoubtedly a valuable remedial agent in local infection due to 
the tubercle bacillus or the staphylococcus, less so in local infections due to other 
pathogenic bacteria, while there is considerable doubt as to its efficiency in acute 
general infections. 

3. In chronic gonorrheal arthritis and urethritis it is a valuable adjunct to other 
treatment, and occasionally may lead to cure alone. It appears to be useless in the 
acute infections, while it is more efficient in the treatment of the vulvo-vaginitis of 
children than any other means, but even here it does not always result in cure. 

4. In infections of the urinary tract, especially those due to the colon bacillus, it 
sometimes results in symptomatic cure, but rarely relieves the bacteriuria. The 
scanty reports concerning the pyelitis and the pyelonephritis of pregnancy, indicate 
that vaccine therapy is no more efficient than the usual treatment by rest in bed and 
the administration of salol or urotropin, as in neither does the bacteriuria disappear 
until after the termination of pregnancy. 

5. In certain cases of endometritis, it appears to reinforce the curative influence 
of curettage. The reports concerning its use in pelvic inflammatory diseases are too 
scanty to justify conclusions, but it would seem that it may be of value only in 
chronic post-operative cases with sluggish fistula formation. 

6. As the ordinary localized puerperal infections, irrespective of the nature of the 
offending bacteria, tend to spontaneous cure, the field for vaccine therapy is 
practically limited to acute general infections where it unfortunately appears to be 
of little value, and the most that can be said from the reports thus far available is 
that its employment does no harm. 

Further research in this direction is desirable, and definite conclusions can be 
drawn only after the observation of large series of cases, with careful bacteriological 
diagnosis, in which every alternate patient is treated with autogenous vaccines, while 
the others are left alone, or at most subjected to such general treatment as is common 
to both series of cases. M. H. P. 


Kraurosis and Leukoplakia. 


Jaye and Benper (Revue de Gynécologie et de Chirurgie Abdominale, June 1910) 
write that as long ago as 1905 they described kraurosis and leukoplakia as entirely 
distinct conditions, differentiated by their etiology, pathology, symptoms, prognosis 
and treatment. The two diseases may, however, occur in the same patient, and the 
authors have given the name leukoplakial kraurosis to the clinical variety in which 
the physical characters of both diseases are present. Two cases are described in 
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detail, one of leukoplakia complicated by carcinoma, the other of leukoplakia and 
kraurosis occurring in the same patient. 

The article is illustrated with several micro-photographs and a coloured drawing. 

A.L. S. 
Imperforate Hymen. 

Avsert (Revue de Gynécologie et de Chirurgie Abdominale, June 1910) describes 
two cases of imperforate hymen. Case 1, a patient, 17 years of age, who had never 
menstruated, and who had been in good health until three months previous to 
admission to hospital; at this time she suffered from pain, and during the last month 
the abdomen had increased in size. She had also suffered from attacks of retention 
of urine at irregular intervals, which her mother had relieved by catheterization, 
adopting no antiseptic precautions of any kind. The abdomen, which was enlarged 
to the size of a seven months’ pregnancy, was occupied by a tumour, the long 
axis of which deviated slightly to the left; at the upper part there was a smaller 
mass, which, on subsequent examination, was found to be the body of the uterus. 
The internal margins of the labia minora were united by a red membrane which 
occupied the position of the vaginal orifice and bulged outwards. The occluding 
membrane was incised with the thermo-cautery, and 2,300cc. of fluid escaped. 
Convalescence was uneventful. 

Case 2 was that of a still-born infant having an imperforate hymen. This case 
was previously recorded in the Beitrage fiir Geburtshilfe und Gynakologie, 1902. 

Cases of occlusion of the vaginal orifice may be classified as follows :— 

(1) Congenital, due to maldevelopment. 

(2) Congenital, but acquired during intrauterine life. 

(3) Acquired after birth. 

Cases in the second class have been thought to be due to antenatal vaginitis and 
subsequent adhesion of the vaginal walls. In the author’s opinion this hypothesis 
lacks proof. The two cases reported are of interest in that Aubert offers an 
explanation of the formation of the occluding membranes. As a result of microscopic 
examination he states that at some time during intrauterine life the marginal orifice 
was blocked by epithelial debris from the vagina, and that, owing to proliferation 
of the epithelium on each side of this mass of debris, the occluding membrane was 
eventually formed. A.L.S. 


Primary Adenocarcinoma of the Vagina. 

Hoeune (Zeitschr. f. Geb. und-Gyn., Bd. Ixvii, Heft 1, p. 50) describes a case .of 
this very rare condition. The patient, a woman of 35 years, presented on the upper 
third of the posterior vaginal wall in the middle line a bright red tumour, irregular 
and cauliflower-like, projecting a finger’s breadth from the vaginal wall, and with a 
purulent discharge. The cervix was intact, and its posterior lip lcm. distant from 
the nearest portion of the periphery of the tumour. The tumour bled freely on 
touching, and portions were easily removed by the fingers, on the histological 
examination of which the diagnosis was formed. The subsequent operation consisted 
of removal of the uterus and adnexa and the upper third of the vagina. The patient 
recovered, and showed no recurrence ten months later. 

Examination of the tumour confirmed the previous diagnosis. Careful search for 
vestiges of Gartner’s duct was made, but entirely without success. In the 
immediate neighbourhood of the tumour, however, glands, which in appearance and 
structure corresponded exactly to cervical glands, were found. In the tumour itself 
there was observed some secretion which stained exactly like cervical gland secretion. 
For these reasons Hoehne concludes that the tumour arose from “ wandered ” cervical 
glands situated on the vaginal wall. 

A précis of the lite:ature on this rare condition is given, and three excellent 
illustrations. R. W. J. 
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Fibro-myomata of the Vagina. 

Atrizri (Annali di Ostetricia, August 1910) reports two cases of vaginal myoma, 
neoplasms which are exceedingly rare in comparison with similar tumours of the 
uterus, a fact which is remarkable, considering the extraordinary frequency of such 
tumours in the uterus, the continuity of the uterine and vaginal muscular coats, 
and the greater frequency and variety of vaginal irritation. 

In both cases the patients were about 30 years of age; the first had had 
one child, the second was a nullipara. Each had noted a small. swelling for two 
years, and in each it had reached the size of a large egg. The clinical symptoms 
were similar, being chiefly vaginal discharge. In the first case there was also 
difficulty in walking. Examination showed that in the first case the tumour was 
situated on the anterior vaginal wall, sprang from the urethro-vesico-vaginal septum 
and projected beyond the vaginal opening. The uterus and adnexa were free and 
normal. In the second case, the tumour was situated on the posterior vaginal wall, 
and its direction was towards the fornix. It was independent of the rectum; and 
of the uterus. In this case the uterus showed congenital retroversion, cervical 
stenosis and endometritis. 

On removal the first tumour was found to be easily detachable from the vaginal 
wall, being related to it only by contiguity and involving neither bladder nor 
urethra. Microscopic examination showed it to consist of bundles of smooth 
muscular fibres. It was evidently a pure myoma. The second tumour was removed 
with more difficulty, as its base was everywhere intimately adherent to the vaginal 
wall, and semed to be continuous with, and to originate from, its muscular fibres. 
On microscopic examination, these muscular fibres were seen to form a capsule 
externally, and at certain points to change their disposition and direction, forming 
smaller fibro-myomatous nodes. Both these tumours, then, though clinically similar, 
differed in structure and evidently in origin and significance. It seemed clear 
that the second had originated from the fibro-muscular wall of the vagina, and had 
gone on developing in its thickness. The genesis of the first is not quite so easy to 
explain. Direct origin from the vaginal wall may be excluded, because of the ease 
of detachment; so may direct connection with the bladder or urethra. Given, 
therefore, the essentially muscular nature of the tumour, only three hypotheses 
remain as to its derivation—(1) from the vessels of the urethto-vesico-vaginal 
septum ; (2) from aberrant fibres of the walls of the urethro-cystic duct, or (3) from 
“rests” of the Malpighi-Gartnerian tube. Secure data in support of one or other 
hypothesis cannot be invoked, but it is certain that, in site- and anatomical 
characteristics, the neoplasm presented marked resemblance to those described by 
Ferroni and Halban, in which cases a Gartnerian origin was held to be the most 
probable. J. HH. F. 


Vaginal Cysts and Their Histology. 

Grace Murray (Amer. Journ. of Obstetrics, June 1910) reports fully on a case 
of a vaginal cyst, and concludes that vaginal cysts may be formed either from 
embryonic structures or from dilatation of glands which are only occasionally present 
in the vagina, or, lastly, from occlusion of the crypts which are commonly present. 
Under the latter hypothesis a metamorphosis of the epithelium must be admitted. 
The author thinks that in the majority of instances vaginal cysts are retention cysts 
of pre-existing glands. A very full bibliography accompanies the report. J. A. W. 


Hot Air Treatment of Vaginal Sloughs. 

Dupont (Ann. de Gyn. et d’Obstét., July 1910) publishes three cases in which 
hot air had been used in cases of gangrene of the vagina and cervix following labour, 
with satisfactory results, which he attributes to the hot air penetrating the interstices 
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of the part. The hot blast was applied for 5—10 minutes, and the temperature used 
was 50°C.—60°C. No details of the technique are given, and as each case had other 
local treatment as well it is quite possible that the improvement noted may not 
have been wholly due to the cauterization. Cc. W. 


Repair of Inaccessible Vesico-vaginal Fistula following Hysterec- 


tomy. 

G. G. Warp (Surgery, Gynecology and Obstetrics, July, 1910) advocates the 
vaginal route. The fistula is made accessible by (1) deep bilateral paravaginal 
incisions (Schuchardt); (2) thorough and extensive separation of the base of the 
bladder from the entire anterior vaginal wall and the vaginal vault in the neighbour- 
hood of the fistula; the bladder can be dislocated downwards into the vagina. A 
longitudinal incision is made in the mid-line of the anterior vaginal wall, from a 
point just behind the external meatus up to the fistulous opening, and continued on 
the posterior vaginal wall for about 2cm. beyond the fistula. A second transverse 
incision passes through the fistula and extends to the extreme limits of the vaginal 
vault. Separation of the anterior vaginal wall from the bladder is begun below, just 
posterior to the external meatus, where the line of cleavage has not been obliterated 
by inflammatory adhesions. Ward lays great stress on widely and thoroughly 
separating the bladder in its lower attachment to the vagina, before extending the 
dissection to the neighbourhood of the fistula. It is then comparatively easy to find 
the plane of cleavage in the region of the fistula. This part of the bladder is now 
separated from the vaginal vault, the dissection extending laterally as far as 
possible. A large straight male sound is passed into the bladder, through the 
urethra, and used as a lever to dislocate the bladder downwards through the vaginal 
incision. The fistula, thus made easily accessible, is closed with interrupted sutures 
of chromic catgut, without further denudation of the edges. The vaginal incision 
is closed with silkworm-gut sutures, care being taken to catch the base of the bladder 
to one side of the closed fistula, in order to avoid a dead space and to bring the 
lines of suturing into different positions. The paravaginal incisions are then sutured 
and a self-retaining catheter inserted. M. H. P. 


A Right Pelvic Kidney ; Absence of the Left Kidney ; Absence of 
the Uterus ; Both Ovaries in the Inguinal Canals. 

T. S. Curren (Surgery, Gynaecology and Obstetrics, July 1910) reports the 
following :—A girl of 17 sought relief for her inability to menstruate. There was 
no obvious vagina. On rectal examination a large ovoid mass, slightly cystic, filled 
the right side of the pelvis. This was thought to be either the enlarged uterus or a 
dilated vagina. Perineal dissection, for five inches, between the rectum and bladder, 
reached the mass, which seemed to be solid. On opening the abdomen, the mass in 
the pelvis was found to be the right kidney; the left kidney was absent. There was 
no trace of the uterus. A loop of round ligament protruded through the left internal 
inguinal ring. No left tube or ovary was visible; the mass in the left inguinal canal 
was apparently the left ovary. In the right inguinal sac were found the Fallopian 
tube, the ovary and a loop of round ligament. 

Cullen points out the importance of remembering that a pelvic kidney is liable 
to be the only one possessed by the patient. M. H. P. 


Herpes on the Vaginal Surface of the Cervix. 

Perit-Dutaituis (La Gynécologie, July 1910) records a case of herpes, where the 
symptoms led him, in the first instance, to diagnose gonorrhea. He concludes that 
an inflammatory condition, not gonorrheeal, characterized by a herpetic eruption, may 
affect the vaginal surface of the cervix: that this condition may infect and reinfect 
husband and wife indefinitely. The disease is sometimes so painful as to warrant 
the term neuralgic herpes. E. H. L. 0. 
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Decidua, Dysmenorrheeal Membrane, and Diagnosis. 

Fizux (Comptes rendus de la Société d’Obstét., etc., de Paris, May 1910) was 
consulted about a big piece of membrane expelled by a woman, aged 24, with a 
distinct clinical history. She had menstruated since the age of fourteen, and the 
periods were always attended with extreme pain, whilst as a rule distinct membranous 
shreds were expelled. Recently she missed two periods, and when the third was 
due, attacks of acute colicky pains set in, with very trifling show, then all subsided 
within three days. A month later a more severe attack of abdominal pain set in. 
At the end of forty-eight hours the membrane was expelled. The patient lived in 
the country, so it was proposed to send her at once to a private hospital for operation. 
Her doctor, however, could not feel sure that the correct diagnosis was ectopic 
pregnancy and expulsion of a uterine decidua, and the expelled membrane was much 
larger than that associated with membranous dysmenorrhea. Fieux, on examining 
it, saw at once that, being a perfect decidua, nearly six inches in long diameter, it 
implied that the uterus must have been larger than if it had undergone the slight, 
though distinct hypertrophy, associated with ectopic gestation. Yet the membrane 
was not the normal decidua of a uterine pregnancy at the third month. On careful 
examination he found that the membrane included an amniotic cavity. In the cavity 
lay a broken-down embryo under 10 millimetres in length. Thus the decidua had 
evidently been retained for long after the death of the fetus. The case, Fieux 
observed, shows how careful we must be about examiing decidua expelled under 
circumstances where ectopic pregnancy is suspected. The minute embryo, in this 
instance, might easily have been overlooked. A. D. 


Ante-uterine Pelvic Peritonitic Abscess. 

Guittaume-Louts, Tours (La Gynécologie, July 1910), relates a case of abscess in 
front of the uterus, not diagnosed before operation. Guillaume-Louis draws special 
attention to its origin in the region of the sigmoid flexure. KE. H. L. O. 


Treatment of Ante-uterine Pelvic Abscess by Sequestration and 
Drainage. 

Howarp Ketiy (Amer. Journ. of Obstetrics, June 1910) describes a method of 
treatment of an abscess situated in the utero-vesical pouch. The abdomen is opened 
and the contents of the abscess evacuated. The round ligaments and anterior cornua 
of the uterus are then sutured to the abdominal wall so as practically to occlude the 
abscess cavity, leaving just a small space to allow of drainage. J. A. W. 


Etiology of Cystocele. 

Vioter and Bonnet (Ann. de Gyn. et d'Obstét., Sept. 1910) are of opinion that a 
cystocele should be regarded as a special variety of hernia. They point out that the 
bladder is only closely connected to the vagina over the region of the trigone, and so 
descent of the vaginal wall does not necessarily cause a cystocele. They give details 
of an interesting case of where this “paraperitoneal hernia” was complicated by 
a true peritoneal sac. During an operation for cystocele they came on a sac 
5 centimetres long between the bladder and the cervix. The sac was to the left of 
the middle line, the posterior layer was continuous with the peritoneum of the 
broad ligament, and the anterior with the peritoneum covering the bladder. The 
sac was empty. C. W. 


Acute Retrodeviations. 
Macrez (Za Gynécologie, July 1910) maintains that retrodeviations, apart from 
those due to traumatism, are caused by a lack of tonicity. of the pelvic tissues. This 
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condition, again, may start from purely psychic shocks, and a fright, for example, 
may produce an acute retroversion. Treatment consists in replacement of the uterus 
under anesthesia if necessary : a careful use of pessaries, and avoidance of injections, 
even of hot ones. E. H. L. 0. 


Myxoma of the Broad Ligament. 

Brin (Revue de Gynécologie et de Chirurgie Abdominale, October 1910) describes 
a case of a voluminous myxoma of the broad ligament which encroached on the 
vagina and extended deeply into the buttock. The tumour did not give rise to any 
severe symptoms, and was at first taken for an ovarian cyst. The mass was removed 
partly through the laparotomy wound and partly through an incision in the buttock. 
Microscopical examination showed the tumour to be a myxoma. A.L.8. 


The Technique of Abdominal Hysterectomy. 

Cuaput (Revue de Gynécologie et de Chirurgie Abdominale, August 1910) 
describes two methods of performing abdominal hysterectomy which, he claims, have 
all the advantages of the ordinary total and subtotal hysterectomy respectively 
without the corresponding disadvantages. To overcome the liability of infection and 
cancerous degeneration of the cervix after supravaginal hysterectomy the author has 
devised the following procedure:—The abdomen is opened and the body of the 
uterus removed, as in the ordinary supravaginal amputations. The anterior fornix 
is now opened, and the cervix split longitudinally; next, the mucosa of the cervical 
canal and the epithelium of the vaginal portion of the cervix is completely removed 
with scissors; the cervix is thus “sterilized.” The stump is now pushed well down 
into the vagina, and the invaginated vaginal walls drawn together above it with 
sutures, by which means the remains of the cervix are completely shut off above, and 
the risk of septic infection greatly diminished. 

Total hysterectomy is performed as follows :—The cervix is first removed per 
vaginam under either local or general anesthesia; on the following day the abdomen 
is opened and the body of the uterus removed in the usual way. The author argues 
on somewhat inconclusive grounds that by these means the operation is greatly 
simplified, especially in obese subjects, and the risks of injury to the ureter and 
bladder diminished. The administration of calcium chloride and horse serum is 
advised. A.L.S. 


Fibromyomatous Lymphangeioma. 

Rovutier (La Gynécologie, July 1910) describes a tumour weighing over seven 
pounds, and simulating a malignant growth, both in appearance and by its adhesions. 
He removed it with difficulty by hysterectomy after separating dense connections 
with the omentum, bowel and mesentery. It proved to be a fibromyoma containing 
cysts of the lymphatics, varying in size from the natural calibre of a lymphatic to 
that of a Tangerine orange. The patient recovered. E. H. L. 0. 


Purulent Peritonitis following Perforation of the Uterus. 

Lesn& and Lacanne (La Gynécologie, July 1910) describe a fibrous tumour of the 
uterus which had become calcareous and had ulcerated through the uterine wall and 
so had caused death by purulent peritonitis. The tumour contained very little 
muscular tissue. E. H. L. O. 


Inoperable Cancer of the Uterus and Vagina: Radium Therapy. 

Cutron and Rusens-Duvatr (L’Obstétrique, Sept. 1910) contribute a paper on the 
general results of radium treatment in fifty cases. They do not give details of the 
individual patients. They began with too small a dosage but, basing their work on 
the results of Dominici, they increased their dosage. Using only the ultra- 
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penetrating rays, Dominici had produced so much benefit that hysterectomy became 
possible in a patient previously declared inoperable. They recommend “massive” 
doses, and use Dominici tubes of silver half a millimetre in thickness of wall, and 
these allow the ultra-penetrating rays to pass. If a single tube be used, the induced 
radiation, which is produced on contact with a mucous surface, can be prevented by 
15 thicknesses of gauze. If several tubes are used they are bundled in a lead case 
half a millimetre thick, rolled in 30 layers of gauze. In this way so much as 
30 centigrams of bromide of radium can be administered, and there is little trouble 
as a rule, though some patients feel some discomfort and even vomit. Small doses 
are useless, but with massive doses the results are encouraging. Curetting as a 
preliminary is rarely necessary, unless in large cauliflower excrescences; a small 
preliminary dose of radium reduces the hemorrhage of this operation. E.H.L. 0. 


The Origin of Lutein Cells. 

Dexestre (Ann. de Gyn. et d’Obstét. September 1910), working on this subject, 
comes to the conclusion that lutein cells originate from the theca interna. He starts 
by pointing out that the theca interna of a Graafian follicle may be divided into two 
zones—(1l) a superficial layer formed by cells about twelve layers deep; these cells 
are rather like those of the membrana granulosa except that the nuclei are smaller 
and do not stain as well. This superficial layer extends up to the theca externa; 
(2) an inner layer, which is made up of cells forming a flattened network which 
runs parallel to the margin of the follicle. As the follicle developes this network 
grows, so that when the follicle bursts there is a definite “inner layer” at the 
junction of the theca interna and the membrana granulosa. This inner layer can 
be recognized in the corpus luteum, and helps to settle the question as to the fate 
of the membrana granulosa and the origin of the lutein cells. 

Working on the corpus luteum of the cow, Delestre finds that when the follicle 
ruptures, the ovum is expelled with the greater part of the membrane granulosa. 
The cavity collapses, and the “inner layer” becomes thicker and partly fills up the 
empty space; the latter is only lined by a few granular cells. 

The cavity of the corpus luteum is thus the same as the cavity of the Graafian 
follicle, and the cells which line it are the cells of the membrana granulosa which 
become like connective-tissue cells. This cavity is surrounded by the inner layer, 
i.e., the deep layer of the theca interna. Outside this, in the place where the 
superficial layer of the theca interna was, are now found lutein cells, thus showing 
their origin from the superficial layer of the theca interna. 

The transformation of the theca interna into lutein substance probably takes 
place very soon after the follicle ruptures but not before, as lutein cells are never 
seen in sections of ripe but unruptured Graafian follicles. C. W. 


Dermoid Cysts of the Ovary. 

J. Burton CLetanp (Australasian Med. Gazette, May 1910) describes two dermoid 
cysts of the ovary containing thyroid gland and cerebral substance respectively, and 
discusses. the various theories which have been advanced to account for the origin 
of these cysts. J. A. W. 


The Operative Treatment of Benign and Malignant Tumours of 
the Ovary. 

Vanvotxem (Zeitschr. f. Geb. und Gyn., Bd. Ixvii, Heft. 1, p. 64) records 
several cases of cancer in the second ovary following removal of the first ovary for 
cancer. He publishes photographs illustrating an implantation metastasis at a very 
early stage in the second ovary under the same circumstances. He discusses the 
views of the leading German operators on the question, and advocates that in one- 
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sided malignant tumours of the ovary, the second ovary, even if it appear normal, 
and also the uterus, should be removed. In one-sided ovarian tumours whose nature 
is at all suspicious, the diagnosis should be clinched by microscopic examination 
during the operation if at all possible, or at all events immediately after, and 
subsequent treatment modified as may be requisite. He emphasizes the well-known 
fact that many malignant conditions of the ovary can not be recognized as such by a 
mere naked-eye inspection. 

Even in benign one-sided tumours the second ovary merits more serious considera- 
tion than it is wont to receive, and may occasionally demand a diagnostic resection. 


R. W. J. 


A Contribution to the Question of Metastasis of Carcinoma in the 
Ovaries and Douglas’s Cul-de-Sac. 

Jutius Rosenstinn (Surgery, Gynecology and Obstetrics, August 1910) has 
examined, macroscopically and microscopically, the peritoneum of the pouch of 
Douglas in 15 cases where death had occurred from malignant disease of organs in 
the upper part of the abdomen. In the female cases (seven) the ovaries were also 
examined. The peritoneum of the pouch of Douglas was divided into three trans- 
verse portions, from the bottom of the pouch and the anterior and posterior walls 
respectively. Detailed reports of the pathological findings in each case are given. 
From them Rosenstirn draws the following conclusions :—(1) Carcinoma in the 
abdominal cavity may give rise to an implantation metastasis in the peritoneum of 
the pouch of Douglas; (2) such implantation will precede that occurring in the 
ovaries ; (3) it affects first the deepest part of the pouch of Douglas : this is, apparently, 
determined by gravitation; (4) a carcinoma which has not perforated the covering 
serosa can cause an implantation metastasis in the pouch of Douglas; (5) as part of 
the radical treatment of abdominal carcinoma, extirpation of the lowest part of the 
pouch of Douglas should be practised. The paper includes a short historical sketch 
of the subject of ovarian metastatic deposits and also a discussion of the different 
views regarding the manner of origin of such metastases. There are three good 
coloured drawings from microscopical preparations. M. H. P. 


Primary Growths of the Tubes. 

Cuartes Bourrkty (7Thése de Montpellier, 1910) has prepared a useful summary 
of the entire subject of new growths affecting primarily the Fallopian tube, adding 
tables of statistics. These tables include 1 case of enchondroma (doubtful), 3 of 
dermoid disease, 1 of fibroma, 15 of fibro-myoma, 7 of sarcoma, 5 of mixed new 
growths, 1 of deciduoma malignum, 16 of papilloma and adenoma, 111 of 
epithelioma and carcinoma, and 1 of “exosalpingian tumour.” Tables of cases of 
primary cancer of the tube are familiar to the readers of the Journat, and Dr. 
Bourrély has studied those which appeared in our issue of January 1910, as 
well as the original reports of new instances of that disease by Drs. Herbert 
Spencer, Walter Tate, and Mr. T. P. Legg, published in the same number 
and duly included in Dr. Bourrély’s tables. The author, being a pupil of 
Professor Tédenat, dwells on certain highly instructive reports on papilloma 
as well as carcinoma, written by that authority; these reports have also been 
mentioned in our pages. The table of fifteen cases of fibro-myoma supplies a want, 
as innocent tumours of the tube have been somewhat overlooked. Dr. Bourrély 
agrees with Quénu and Longuet in distinguishing between papilloma and adenoma 
when tabulating cases, but considers that they ought to be grouped together as 
adeno-papilloma. Dr. Bourrély is. more than sceptical about primary deciduoma 
malignum, for he mentions but one case, Ahlfield and Marchand’s, and does not 
explain why Risel, Léfquist and Ushkoff’s reports should be ignored. He also 
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rejects lipoma, and no doubt Parona’s case, often quoted, is spurious, the fatty 
growth having developed in the mesosalpinx. But Doran has reported an instance 
of an oval fatty tumour hanging by a distinct pedicle from the Fallopian tube close 
to the root of the ovarian fimbria. This instance of a new growth in an accessory 
tube is anatomically, although not pathologically, homologous to Bourrély’s “exo- 
salpingian tumour,” the most original observation in this thesis, based on a case in 
Professor Tédenat’s practice. Thiébault’s enchondroma, included in the author’s 
tables, comes under the same category. The author seems not to be aware that Baudl 
and Eve are doubtful about these tumours being cartilaginous but he is otherwise 
entirely in accord with them. This thesis, useful to those who study cancer of the 
tube, ought more particularly to stimulate gynecological pathologists in the study of 
what is relatively neglected, namely, innocent new growths, and what may best be 
called parasalpingeal tumours. Handley and A. Keith have recently shown us that 
the accessory tube must be taken into account; it has long been accused of com- 
plicity in tubal gestation and now Dr. Bourrély reminds us, by giving Tédenat’s 
single case the dignity of a table to itself, that it may become the seat of a new 
growth. A.D. 


Severe Intra-peritoneal Hemorrhage from an Early Unruptured 
Ectopic Gestation. 

Lecé&ne (Journal de Gyn. et d’Obstet., July 1910) gives the following details. The 
patient menstruated normally on October 23 1909; on November 14 she had some 
vaginal hemorrhage and abdominal pain which continued with varying severity for 
3 days. She then became collapsed with signs of severe internal hemorrhage. The 
abdomen was opened and a litre of dark blood escaped; the left appendages and 
uterus were normal. The right appendages were not enlarged, but as dark blood 
was escaping from the fimbriated extremity of the tube it was removed. On exam- 
ination the ovary was healthy and contained a large corpus luteum, the tube showed 
neither swelling nor perforation, the fimbrize were patent and contained dark blood. 
On opening the tube a small dark body as big as a pea was found at the fimbrial end 
of the ampullary portion; the rest of the tube was normal. On microscoping the 
dark mass it was seen to be chiefly fibrin, but chorionic villi and traces of early 
embryo could be definitely made out. The trophoblast had eroded the maternal 
vessels and occasioned the hemorrhage without perforation of the tube wall. C. W. 


Bilateral Tubal Pregnancy : coincident Development. 

Patmer Finpiey (Surgery, Gynecology and Obstetrics, July 1910) reports the 
following: A nullipara, aged 23, having gone one week over her period, was seized 
with pelvic pain and free vaginal bleeding. The bleeding continued, on and off, for 
six weeks. After the fourth week the temperature ranged from 99° to 102° and the 
pulse from 100 to 120. When Findley saw her there were symptoms of general 
peritonitis. The abdomen was opened and two or three pints of fcetid blood clot 
removed from the pelvis and lower abdomen. Both Fallopian tubes were excised; 
on the left side there was a tubal abortion, on the right a rupture in the ampullary 
portion which was plugged by blood clot. Death occurred eight hours later. 
Chorionic tissue was found in both tubes, but neither foetus was discovered. Both 
ovaries were cystic; the right contained a fresh corpus luteum. The escape of the 
ovum and blood through the abdominal end of the left tube and of ite twin through 
a rent in the ampulla of the right was, Findley states, probably simultaneous. Of 
twenty-eight cases reported as examples of simultaneous bilateral tubal pregnancy, 
in only eight was the clinical diagnosis supported by the macroscopic and microscopic 
finding of fcetal structures in the two tubes. Brief abstracts of these eight cases are 


given. M. H. P. 
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The Duration of Pregnancy, with a New Rule for its Estimation. 

Exuice McDonatp (Amer. Journ. Med. Sciences, Sept. 1910) has formulated a 
rule for determining the termination of pregnancy by the height of the uterus. 
Issmer has shown that there is a very close relationship between the size of the 
foetus and the duration of pregnancy. Large babies are nearly invariably post- 
mature, under-sized ones premature. The author goes a step further, and argues 
that as the height of the uterus above the symphysis pubis corresponds to the 
occipito-coccygeal length of the child so labour will probably start when the uterus 
has reached a height corresponding to the size of an average child. The details of 
this proportion have been worked out in a previous paper. 

The rule is as follows :—‘ The duration of pregnancy in lunar months is equal 
to the height of the uterus in centimetres divided by 3:5.” This rule is found to be 
very exact after the sixth month. The method is as follows :—The patient lies on 
her back and the obliquity of the uterus is corrected as far as possible. The fingers 
of the upper hand are held at right angles to the top of the fundus. One end of a 
tape is placed on the upper border of the symphysis, and the tape follows the contour 
of the uterus except the last dip, which it bridges over to meet the fingers of the 
upper hand. 

The method is really an estimation of the size of the foetus, for when the uterus 
arrives at the height of 35cm. (35+3'5=10 lunar months), the foetus is of a weight 
of 3,300 grms., or average size. An averaged sized baby may be expected to be 
born at the end of an average pregnancy—hence the rule. 

The sinking of the uterus during the last fortnight of pregnancy causes very little 
error as the foetal head, when the patient is recumbent. rides upwards on the pelvic 
brim. Also this sinking is as much due to the falling forward of the uterus in the 
erect position as to the descent of the foetal head into the pelvis. Hydramnios in 
the same way causes an alteration in the girth of the body of the uterus, but hardly 
affects the height of the fundus, as the latter is nearly entirely dependent on the 
occipito-coccygeal length of the child. 

The author has found the rule to be exact, and has received confirmation of its 
value from other sources. As a corollary it is extremely useful in deciding the date 
for an induction of labour. If the uterus measure anywhere near 35cm., labour 
may be induced with the utmost confidence in the sure knowledge that the child will 
be of average size and weight. J.A. W. 


Pelvimetry and Abdominal Palpation. 

Hersert M. Littte (Montreal Med. Journ., Vol. xxix., No. 8) urges the 
importance of these two methods of obstetric practice, and hopes that in the future 
much may be done for its simplification. If students were taught to use their fingers 
and eyes they would not need to bother about pelvimeters. By knowing the length 
of their fingers and the span of the same, very little practice will enable them to 
measure any pelvis with sufficient accuracy; while the recognition of the relation of 
the presenting part to the brim of the pelvis is worth more than the most exact 
measurements. The idea that pelvic contraction is always associated with the pelvic 
inlet is difficult to combat. True funnel-shaped pelves are rare, but many women 
walk like a man because their pelves resemble his with its narrow subpubic angle 
and diminution in the bi-ischial diameter. Difficulties in labour are frequently due 
to this cause, which is seldom recognized, and the inevitable bad laceration of the 
perineum ‘is credited to carelessness instead of the anatomical deformity. 

Two useful hints in the practice of abdominal palpation are given :—1. If 
difficulty is experienced in discovering the back of the child. Steady the uterus in 
the middle line directly over the vertebral column; if pressure is now made with the 
ulnar border of the hand the uterus will be displaced towards the side to which the 
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back is directed. 2. In palpating the head note on which side it bulks the larger. 
If on the opposite side to the foetal back the head must be flexed, and vice versa. 
The importance of auscultation of the foetal heart is emphasized, and the reason 
for the situations over which it will be heard in vertex presentations explained. 
J. A. W. 


The Connection Between Uterine Fibroids and Conception. 

Gortze (Zeitschr. 7. Geb. und Gyn., 1910, Bd. lxvi, Hft. 2). Goetze reviews the 
opinions of various authorities on this subject, and their statistics. He then criti- 
cises their conclusions in regard to the following points and theories: (1) Errors of 
diagnosis; (2) The frequency of myoma as a complication of pregnancy is lessened 
by the occurrence of abortions, which do not come under notice; (3) The different 
age incidence of the reproductive period and myomata; (4) There is no causal 
connection between myomata and fertility, various other factors coming into con- 
sideration; (5) There is one common cause for both sterility and myomata; (6) 
Myomata alone are a cause of sterility; (7) Sterility is the cause of myomata. 

Goetze’s ultimate conclusions are as follows :— 

1. Small subserous myomata practically do not prejudice the chances of conception. 
The chances diminish as the size of the tumours increases, but even a large one does 
not entirely exclude conception. 

2. As regards the situation, submucous tumours give by far the worst prognosis 
as to conception, and cause correspondingly greater changes in the mucosa, and 
hemorrhage. In such cases the patients have generally had children, and therefore 
one determines all the more readily upon radical treatment. Interstitial fibroids 
come midway between the other varieties in regard to their effects; and they induce 
sterility in proportion to their influence on the condition of the endometrium. 

3. Cervical fibroids appear to permit pregnancy more frequently than tumours of 
the body. 

4. If pregnancy occurs, the liability to abortion is increased. 

5. If no other demonstrable cause of sterility exist, the conservative removal of 
the myoma, if this be possible, materially increases the chances of conception; and 
these chances are more favourable, the less surgical interference is necessary, the 
less changes in the mucosa have occurred, and the earlier the myoma has been 
diagnosed. 

In the event of such an operation not being possible, there exists for women in 
the thirties, with interstitial myomata of any considerable size, practically no prospect 
of conception. R. W. J. 


Fibroid Tumour Complicating Pregnancy. 

Prof. B. F. Buer (Amer. Journ. Obstetrics, June 1910) records six cases of this 
complication. All were treated by abdominal section and recovered. In five, pressure 
symptoms were present and the other was septic as the result of a miscarriage. In 
the presence of such symptoms abdominal section is the only method of treatment, 
but considering the number of patients with fibroid uteri whose pregnancies end 
happily Prof. Buer seems to take an extreme view in teaching “that a patient with a 
fibroid uterus should be advised as to the dangers of a pregnancy and if she desires 
protection it is our duty to perform hysterectomy if myomectomy does not give 
promise of safety.” J. A. W. 


The Question of the Premature Termination of Pregnancy. 
Witiiam Cuenaty (Australasian Med. Gazette, May 1910) discusses the indica- 
tions for the artificial termination of pregnancy as well as the methods which 


are commonly adopted for its performance. He personally prefers Harris’s method 
of manual dilatation whenever possible. J. A. W. 
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The Treatment of Eclampsia by Continuous Sugar-water Instilla- 
tion. 


Sypney Jacossen (Amer. Journ. Obstetrics, June 1910) is of opinion that the 
symptoms of eclampsia are caused by the retention in the blood of salts (chiefly 
sodium chloride) which the kidneys are unable to excrete with the result that the 
molecular concentration of the blood and its specific gravity are raised. If by any 
means the molecular concentration of the blood can be reduced to approximately 
normal the patient will recover, at least, temporarily. 

Two methods to secure this end are available: (1) starvation and (2) dilution 
of the blood. The author allows no food for three days in all cases of eclampsia 
and dilutes the blood by continuous rectal injection of sugar water (a drachm of 
granulated sugar dissolved in a quart of water). 

This solution was chosen for it was found that pure water tended to irritate the 
bowel and that normal saline solution was inadmissible “ex hypothesi.” By means 
of this solution the author states that the specific gravity of the blood could be 
reduced by about eight points in the two cases of eclampsia in which the treatment 
was adopted. However it must be noted that most of the ordinary measures for the 
treatment of eclampsia were employed in addition. J.A.W. 


Gall-stones During Pregnancy and the Puerperium. 

Revsen Peterson (Surgery, Gynecology and Obstetrics. July 1910) reports a case 
of cholelithiasis complicating pregnancy. The patient was a multipara of 28. Pain, 
vomiting, loss of flesh and deep jaundice were the chief symptoms. The pain became 
unendurable during the seventh month and an operation was performed. Several 
stones were removed from the gall-bladder and common bile duct. Death occurred 
next day from intraperitoneal hemorrhage. Finding no mention of this complication 
of pregnancy in the majority of English and American text-books of obstetrics and 
but brief notice in such a work as v. Winckel’s Handbuch, Peterson, in order to 
study the subject, has collected, from literature, 35 cases; 25 of these complicated 
pregnancy, 10 the puerperium. The source of each case is given in an appended 
bibliography. The cases are carefully analysed and tabulated. The following are 
Peterson’s chief conclusions: (1) In nearly one-third of the cases the onset of the 
attack was about the fifth month of pregnancy, at the time when the uterus is 
approaching the level of the umbilicus and beginning to push the intestines toward 
the bile passages. (2) In one half of the puerperal cases the onset of the attack was 
during the first seven days. (3) Chills and elevation of temperature associated with 
jaundice are frequent symptoms during both pregnancy and the puerperium. (4) In 
the series studied there was a surprisingly large percentage of pregnant patients with 
jaundice (60 per cent.), whereas only one of the ten puerperal patients had jaundice. 
(5) The operative mortality was 13 per cent. for 23 pregnant patients, 11 per cent. 
for 9 puerperal cases. (6) It is probable that there is no greater tendency for 
gall-stone operations to interrupt pregnancy than is the case with other abdominal 
operations during various periods of gestation. (7) It is advisable, when choleli- 
thiasis complicates pregnancy and the puerperium, to choose the operative procedure 
which can be performed in the shortest possible time consistent with the existing 
conditions. (8) The condition of the pregnant patient as regards the cholelithiasis 
should be the determining factor as to when the operation should be performed. 
Whenever possible the operation should be postponed until the child is viable. (9) 
The diagnosis of cholelithiasis during pregnancy and the puerperium will not be 
difficult in typical cases, if the possibility of the complication be borne in mind. 
Much reliance can be placed upon the jaundice, which is more prevalent in pregnant 
than in non-pregnant women with gall-stones. The diagnosis is liable to be more 
difficult during the puerperium; in three of the cases recorded septic infection of 
the genital tract was erroneously diagnosed. M. H. P. 
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Mechanism of the Third Stage of Labour. 

Paut T. Harper (Amer. Journ. of Obstetrics, June 1910), as the result of 150 
observations on the third stage of labour, concludes :— 

1. That the separation of the placenta by a retroplacental blood clot (Schultze’s 
method) is abnormal. 

2. That the normal mechanism is for the placenta to be separated by the continual 
contraction of the active upper uterine segment which converts the placenta into a 
cone. The apex is first directed toward the centre of the cavity of the uterus and 
then toward the internal os. Consequently the placenta passes, foetal surface fore- 
most; through the centre of the sac of membranes missing them as it passes onwards. 
The mechanical advantage of this method is that any friction is exerted upon the 
smooth and relatively tough amnion. Hence retention of membrane is improbable. 

8. If the placenta is situated lower on the uterine surface it is detached more by 
pressure from above than by retraction of the placental site. If any of the placenta 
be situated on the lower uterine segment the greatest pressure is applied in a line 
across the maternal surface corresponding to the site of the contraction ring. As a 
result of the pressure from above, the placenta is detached and becomes folded upon 
itself cylinderwise. In this shape with the edge, or edge and maternal surface, 
presenting, it escapes, dragging the membranes with their anatomical relations 
preserved after it. In this case retention of membrane is not uncommon. J. A. W. 


Dilatation of the Cervix by Bossi’s Method and by Vaginal 
Czsarean Section. 

Weiscuer (Zeitschr. f. Geb. und Gyn., 1910, Bd. Ixvi, Hft. 2). An interesting 
and valuable comparative experience of these two methods emanates from Olshausen’s 
clinic. 

During the last five years there have been 71 dilatations by Bossi’s method. The 
average duration was 324 minutes (34 for primipare, 23 in multipare). The indica- 
tions were eclampsia (62 cases), accidental hemorrhage, placenta previa, abortion, 
etc. The maternal mortality was 18, of whom 15 died in eclamptic coma; the 
foetal mortality was 29, of whom 17 died during birth, 7 were dead before birth, and 
4 were not viable. 

In 23 cases there was laceration due to the dilatation, 14 of which required to be 
stitched. Of these 23 cases, 17 recovered, while 5 died comatose from eclampsia, and 
one from embolism. The placenta required more or less complete manual removal 
in 4 cases. 

During the same period there were 45 cases of vaginal Cesarean section. The 
average duration of the operation was 31 minutes. The indications were eclampsia 
(40 cases), placenta previa, and accidental hemorrhage, etc. The child was delivered 
by version and extraction in 37 cases, and by forceps in 4. The maternal mortality 
was 6, all from eclamptic coma; the fetal mortality was 13. 

The morbidity after this operation was a little higher, being 31 per cent. as 
against 22 per cent. in Bossi’s method. A serious complication is the tearing of the 
incision beyond where it is intended to stop; in three cases this occurred and in 
one of these the bladder was injured. 

The placenta had to be removed by hand, partially or wholly, 7 times; and the 
hand had to be introduced inside the uterus in 20 per cent. of cases as against 10 per 
cent. in Bossi’s method. 

Put briefly in percentages Bossi’s method and vaginal Cesarean section gave the 
following results: maternal mortality 25 and 23; foetal mortality 40 and 28; mor- 
bidity 22 and 31. Olshausen is of opinion that these results will lead to Bossi’s 
method being regarded more favourably : and comments on the increased amount of 
assistance necessary for the performance of a vaginal Cesarean section. R. W.J. 
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Streptococci During the Puerperium. 

Fasre and Bourret, Lyons (L’Obstétrique, August 1910), contribute a paper on 
their observations, with a review of recent work in Germany and elsewhere. More 
particularly they discuss the technique and methods of Fromme, and are of opinion 
that the details are very difficult in practice. To make the Blutschwamm by 
separating out and washing the corpuscles with the maintenance of strict asepsis 
throughout requires an attention to detail which must prevent the method from 
being used as an ordinary clinical test. The use of lecithine bouillon is also difficult, 
as lecithine is so unstable that sterilization by heat requires great precautions. 
Professor Fabre and Dr. Bourret do to some extent support Fromme’s conclusions 
that the cultures which grow in innumerable colonies and are markedly hemolytic, 
are less virulent than those streptococci which do not grow in lecithin broth or only 
in countable colonies and are less hemolytic. Their own experiments bear this out 
in part, and they draw special attention to one series of observations in which a 
patient with a very mild infection, but with virulent streptococci, according to 
Fromme’s differentiation, was the apparent starting point of a serious epidemic in the 
wards. They are of opinion that there are “healthy carriers” of streptococci among 
pregnant and lying-in women, as there are “carriers” of typhoid, etc., but they are 
not quite able to accept Fromme’s opinion that these streptococci are mere 
saprophytes. The lesser virulence depends probably rather on the resistance of 
healthy tissues and on the absence of wounds. Hence the greater danger of early 
infections during delivery. A means of distinguishing virulent from harmless 
streptococci still awaits discovery. E. H. L. O. 


Surgical Treatment of Puerperal Septic Infection. 


H. N. Vinepere (Surgery, Gynecology and Obstetrics, July 1910) fully realises 
the great difficulty in formulating indications for surgical interference in cases of 
puerperal septic infection. This difficulty depends upon the fact that, as yet, we 
have no reliable guides, clinical or bacteriological, to the course and prognosis of a 
given case. Vineberg employs Bumm’s classification in order to present his views 
and relate his own experiences. 


General streptomycosis (pure septicemia). It is seldom that a case of this type 
will be recognized early enough to permit any hope to. be entertained from immediate 
extirpation of the uterus, if that organ be the seat of infection. Zangemeister’s 
experiments with the injection of virulent streptococci into the tails of mice must 
be kept in mind; the animals could only be saved by amputating the tail within 
24 hours. Cases of criminal abortion, produced by local interference, in which 
serious septic infection persists after thorough emptying of the uterus, almost 
invariably end fatally, and so may be considéred suitable for the early radical 
operation. Vineberg reports a case in which recovery followed hysterectomy, and 
ligature of the pelvic veins, 48 hours after the woman had infected herself 
(temperature 105°F., pulse 130) by inserting sticks into the uterus. A blood culture, 
taken on the operating table, showed streptococci, and there was practically no 
macroscopic lesion other than a necrotic area on the endometrium. Certain cases of 
severe traumatism, in which infection is highly probable, are also suitable for the 
early radical operation. 

Localized Streptomycosis. A much larger class, embracing several varieties, 
which are considered seriatim. 

Septic thrombo-phlebitis. The chief diagnostic feature is great variation (as much 
as 5° or 6°) in the temperature, accompanied by corresponding variations in the pulse- 
rate (80 to 120), during the twenty-four hours. The pulse is generally of good 
quality, and the patient usually has very few subjective symptoms. These features, 
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together with a practically negative finding on pelvic and abdominal examination, will 
in most instances warrant a diagnosis of septic thrombo-phlebitis. Vineberg does not 
agree with Trendelenburg, who relies on the occurrence of repeated chills as a 
diagnostic feature and indication for operation. Such may occur in other and mild 
forms of infection, and, on the other hand, cases of thrombo-phlebitis have been seen 
in which no chill has occurred. Again, Vineberg has been unable, in any of his acute 
and subacute cases, to palpate the thickened veins, in the form of worm-like 
structures, such as Bumm and Veit describe. The operative treatment, by ligature 
of the septic veins, is very fully described and well illustrated. The transperitoneal 
route is preferred; it enables one to deal with veins of both sides if necessary, and 
there is less danger of ligating the ureter. The only certain way of avoiding the 
ureter is to make sure of its position by the aid of sight. It is advisable to cut the 
vein with a Pacquelin cautery. The next step is to expose the internal median iliac 
vein (Kownatzki); this drains the bladder and middle and lower segments of the 
uterus, and usually empties into the internal iliac; occasionally it opens directly into 
the common iliac vein. Hence, in some cases, ligature of the internal iliac, which 
drains the hemorrhoidal and gluteal regions, would be useless. It is always necessary, 
therefore, to make sure of the median iliac, and when in doubt to ligate the common 
iliac itself. It is feasible and advisable to excise the ovarian veins when they are 
affected, but it is not practicable to excise the affected iliac veins. One has to 
remain content with ligation of them. It is not wise to attempt ligation of the deep 
pelvic veins, at the base of the broad ligaments, even should they be involved. 
Vineberg and his colleagues have performed the operation four times, but in each 
case with a fatal termination. It must be remembered that not every case in which 
thrombo-phlebitis is diagnosed calls for ligature of the affected veins. Mild cases, 
presenting only moderate temperatures, with good involution of the uterus, and 
extending over several weeks, may end in recovery without operation. On the other 
hand, when removing a suppurating or gangrenous uterus, the ovarian veins should 
be ligated high up and excised, and the iliac veins palpated, and, if at all suspicious, 
ligated. 


Streptococcic endometritis. Any form of surgical intervention, especially curetting, 
is strongly contraindicated. 


Putrid endometritis. This class includes cases of putrid and suppurative 
decomposition of myomata or of placental and decidual residues that cannot be 
removed with the finger or curette. In these cases hysterectomy is attended with 
brilliant results, provided that the operation is resorted to whilst the process is 
limited to the uterus. Vineberg also advocates hysterectomy in cases of purulent 
metritis with abscess formation in the uterine wall, and in cases of rupture or 
perforation of the uterus where there is evidence of infection, or when the trauma 
has been effected by some one in whose aspsis one has no confidence. 


Septic peritonitis. Vineberg advocates Bumm’s method of multiple incisions with 
drainage. A median incision, just large enough to give a view of the pelvic viscera, 
is made. Through this a sound as thick as one’s finger is inserted and the point is 
pushed against the abdominal wall near the anterior superior spine; a small incision 
is made on it. Through the latter a third incision may be made in the flank. The 
procedure is repeated on the opposite side, and a small drainage tube covered with 
gauze is inserted into each of the incisions. Finally, an opening is made, through 
the pouch of Douglas, into the vagina. Irrigation or any attempt to wipe away the 
fibrinous lymph must be avoided. 


Vineberg gives detailed reports, with comments, of a number of cases illustrative 
of the points discussed. M. H. P. 
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Tetany During the Puerperium. 


Watticu (Ann. de Gyn. et d’Obstet., July 1910) reports a case seen on the seventh 
day after delivery. All the classical signs except Chvosteck’s were present. The 
left arm, fore-arm and hand were chiefly affected. She had two attacks which lasted 
three to four hours each while she was under observation in the Clinique Baudelocque. 
There was a history of previous attacks, the first of which came on a fortnight before 
her first confinement and recurred every two days till delivery—after delivery she 
said she remained free from attacks for three months while suckling, but since 
weaning the child, had been attacked at irregular intervals. C. W. 


The Toxicology of the Placenta. 

GucoGisBeRG (Zeitschr. ~. Geb. und Gyn., Bd. Ixvii, Heft 1, p. 84) records an 
interesting series of experiments which he has carried out. He used two preparations 
of placenta, which in all cases were first freed from blood, cut up small and the larger 
blood-vessels and portions of fibrous septa, etc., removed. The first preparation was 
made by forcing the minced placenta through fine sieves, and mixing the paste so 
formed with salt solution. This gave a fluid containing cellular elements abundantly. 
The second preparation was made relatively cell-free—by mixing the minced placenta 
with “kiesulgur” and squeezing the juice out of it by a hydraulic press. 

Guggisberg found that the first (cell-containing) juice when injected into rabbits’ 
veins was at once fatal, producing thrombosis and embolism. The symptoms 
produced by the second (cell-free) juice were different, indeed almost negligible. 
He found that the toxicity of individual placentze varied very greatly, some being 
almost innocuous. Dilution of the juice diminished the toxicity, even to vanishing 
point. 

Guggisberg does not commit himself as to the nature of the poisonous element, 
but thinks that it is probably the product of a ferment. Antitoxins are not present 
in any recognizable quantity, either in normal serum or in the serum of pregnant 
women. R. W. J. 


Feeding of Infants without Milk. 

Terrien (Z’Obstétrique, Sept. 1910) contributes a paper on the feeding of infants 
who do not tolerate milk. He recommends various grains in addition to barley, ~ 
such as wheat, maize, peas, lentils, haricots. Sweetened buttermilk must be used with 
caution on account of the various microbes it may occasionally contain. He seems 
not to be familiar with the malted infant foods in the market in this country. 

E. H. L. 0. 


Intra-uterine Fracture of both Bones of the Leg. 

Haucn, Copenhagen (Z’Obstétrique, August, 1910), publishes a case illustrated by 
an ordinary photograph and by a skiagram. About three weeks before an ordinary 
labour the mother fell, striking her abdomen on the railing of a stair. In a series 
of cases collected by Braun a large proportion showed absence of the fibula. 

E. H. L. 0. 


Obituary Notice of Professor Farabeuf. 

Bar (Z’Obstétrique, Sept. 1910) contributes an obituary notice of L. H. Farabeuf, 
professor of anatomy, who died in August. Though gruff in manner, he was a most 
inspiring master. His surgical training made him practical, and he had much 
interest in the anatomy of midwifery and in the teaching of obstetric operations on 
the cadaver and phantom. He was specially interested in the various operations 
for enlarging the pelvis, and wrote on these subjects. He was a born teacher, and 
was able to inspire many with his enthusiasm. A portrait is appended. 

E. H. L. 0. 
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REPORTS OF SOCIETIES. 


ROYAL SOCIETY OF MEDICINE. 
OxssTETRICAL SECTION. 
Meeting held June 9 1910, H. Macnavcuton-Jones (President) in the Chair. 


Sir Witxtiam Japp Sinciarr read a paper upon the 

Petvic CoNDITIONS RESULTING FROM THE SLIGHTER Forms OF PUERPERAL SEPsIs 

AND THEIR TREATMENT, 

in which he considered the cases in which the puerperium is not at the time 
recognized as abnormal, but ultimately shown to be so by the remote effects of certain 
pathological processes. There is no evidence of sepsis of the graver degree, as a 
rigor, but careful observation would show (a) accelerated pulse-rate, when it should 
be very slow, and (6) slight and not evanescent rise of temperature at some period 
within the 24 hours, usually in the early part of the evening, when it should be 
subnormal. Slight pain is a later symptom, and can only be elicited by special 
manifestations; frequently there is some foulness of the lochia. The pathological 
process is a matter of degree, not of kind. It may be (1) septic endometritis with 
metritis; (2) perimetritis strictly localized in addition to the endometritis; (3) 
parametritis to such a slight extent as only to show its previous existence remotely 
by cicatrices and changes in the cervical mucosa. The object of treatment is to 
prevent or minimize the consequences of the pathological processes, and the time 
for active interference is comparatively remote. In cases of endometritis with 
metritis, examination some six months or so later generally shows backward dis- 
placement with subinvolution, and in such cases cure without operation is one of our 
rarest experiences. Where the slightest degree of perimetritis has occurred adhesions 
result, with fixation of the subinvoluted uterus in the backward position and closure 
of the abdominal ostia of the tubes and thickening and sclerosis of the ovary. 
Pessary treatment and curetting are rarely of benefit. Incomparably the best 
operation for backward displacement with adhesions is ventrofixation, and no such 
operation is properly performed in which there is not complete abstention from 
interference with the round ligaments and the corpus uteri, except for a short 
distance immediately above the isthmus. . 

His conclusions in regard to these pathological conditions, not preceded by any 
observations of puerperal sepsis in the puerperium, were (1) every woman should be 
carefully examined six or eight weeks after her confinement; (2) if subinvolution 
without complication is discovered treatment should be at once begun with the object 
of bringing the uterus to the normal conditon; (3) if uncomplicated retroflexion is 
diagnosed the use of tampons, followed by the temporary wearing of a pessary, may 
possibly be successful; (4) if tampons and pessary fail to restore the uterus to its 
normal condition and position, adhesions must be suspected and efforts made to break 
them down by manipulations under anesthesia; (5) failing success by manipulation 
ventrofixation with the necessary modifications is the only rational operation; (6) in 
every case of one child sterility with retroflexion, whatever the negative evidence, 
puerperal sepsis to some degree should be assumed as the cause, and ventrofixation 
resorted to. As the futility of pessary treatment becomes more generally recognized 
ventrofixation will take its proper place as the only reliable and successful method of 
treating all complicated cases of displacement of the uterus. 

Dr. Hersert R. Spencer said that there was no mystery about hysteropexy or 
Sir William Sinclair's method of performing it. It was a useful operation in 
certain cases of retroflexion, but, as was shown by Dr. H. Russell Andrews and 
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others, it did not always give good results, and was sometimes followed by disaster. 
He had known pain to follow the operation in cases performed by himself and 
others. He thought on the whole that the results of shortening the round ligaments 
by the abdomen were preferable to stitching up the uterus, although he had known 
pain also after that operation. He had operated by shortening the round ligaments 
in a case where conception occurred a few weeks after the operation, and the 
pregnancy and labour pursued a normal course, and the subsequent health of the 
patient was excellent. He protested against the statement that “in contrast with 
private practice, it is alleged that morbidity is unknown in some of our lying-in 
hospitals.” He asked Sir William Sinclair for the source of that statement, which 
he (the speaker) had never come across in any work he had ever read. Then, again, 
what was the meaning of “ovaries are dragged off their shelves?” Could Sir 
William Sinclair give any authority for the implication that normal ovaries were 
ever on shelves in the living body? Then, again, “ No noteworthy new knowledge 
has been added to obstetric science and practice since the middle of the eighteenth 
century.” He did not see the slightest use in discussing statements of this kind. 

Sir F. H. CHampneys said that Sir William Sinclair’s preliminary remarks 
apologizing for the character of his paper almost disarmed criticism. He would only 
speak to one or two points. In the first place, he did not think that Sir William 
Sinclair was correct in saying that it was the habit in London to treat cases of 
sapremia lightly. He believed that all teachers taught that at the onset it was 
impossible to be sure that a case of puerperal pyrexia was nothing but sapremia. 
The point was to make certain that nothing gross was left inside the uterus, and in 
severe cases to remove anything remaining. If symptoms ceased on providing for 
the thorough evacuation of the uterus the case was one of sapremia. Sir William 
Sinclair had referred to the Central Midwives Board (of which he was an original 
member) and to the great drawback from the survival of so many bona-fide midwives. 
It was not the fault of the Board that these women were on the roll; but, indeed, 
it was an act of justice that they should be put upon the roll, and this was in 
accordance with the practice of the Legislature in such cases. Now this class of 
midwife doubtless included many who were highly undesirable, and such women 
were giving up practice, dying and being eliminated by the Board in its penal 
sittings; but it also included women who were of great utility, and of whom local 
supervising authorities spoke highly. They had, it is true, to make bricks without 
much straw, but the bricks which they made were often uncommonly good. Sir 
William Sinclair had spoken rather despondently of the progress which was being 
made in the care of the poor mothers of the kingdom. In this respect it might 
interest the Section if he quoted from the Registrar-General’s reports figures showing 
that the lives of more than 621 women were saved in 1907 which would have been 
lost in 1902. 

Dr: E. Matrys traversed the remarks made by Sir William Sinclair as to the 
present lack of intelligent appreciation of their duties by midwives and nurses. He 
said that the contrary was his direct experience, for that since the formation of the 
Central Midwives Board he had noticed, both from observation and experience as an 
examiner, a vast improvement. 

Dr. Lewers said that Sir William Sinclair had spoken of cases of so-called “ one- 
child sterility” associated with retroflexion. These he claimed to have cured by 
ventral-fixation of the uterus. He had incidentally mentioned that in these cases 
separation of adhesions was necessary in order to restore the uterus to its normal 
position. Dr. Lewers thought that in the class of cases mentioned it was the 
adhesions more or less completely occluding the fimbriated ends of the Fallopian 
tubes that were the cause of the sterility rather than the retroflexion. He considered 
that if pregnancy followed the performance of ventral-fixation in the circumstances 
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mentioned it was to be ascribed to the separation of the adhesions interfering with 
the patency of Fallopian tubes rather than to the alteration of the uterus itself. 

Dr. T. W. Epen said he understood the main point of the paper to be that a great 
many cases of chronic pelvic inflammation and of uterine displacement were due 
to slight septic infection during the puerperium which had not been recognized or 
treated. He was quite in agreement with this view, which had been impressed upon 
him by his experience of gynecological out-patient practice. But with the explana- 
tion offered by Sir William Sinclair he could not entirely agree. So far from 
thinking that the distinction between sapremia and septicemia was a source of 
danger, he regarded it as of great practical usefulness. And, further, he thought 
that the work of Bumm with regard to septic endometritis in the puerperium marked 
a great advance in our knowledge, and justified the clinical distinction of the two 
varieties of uterine infection. 

The Prestpent said that with the general trend of the conclusions come to by 
Sir William Sinclair as to the occurrence of certain preventable complications arising 
out of labour he quite agreed, but both as regards nurses and practitioners Sir 
William Sinclair appeared to have had a very unfortunate experience. He could not 
conceive that Sir William Sinclair was speaking seriously when he said that the 
art of midwifery had not advanced since 1750. Since that date it had been elevated 
into a scientific art, worthy of the place it occupied in medicine generally. They 
were indebted to Sir William Sinclair for having brought these practical matters 
before them for discussion, while he had afforded an opportunity for expression of 
opinion on the points that he had raised. 


Meeting held Thursday, October 6 1910, The President (Dr. MAcNAUGHTON-JONES) in 
the Chair. 

Dr. Victor Bonney and Mr. Brypen GLENDINING read a paper on 

ADENOMATOSIS VAGIN#, 

a hitherto undescribed condition. A woman, et. 42, had suffered for twelve years 
from a persistent vaginal discharge of a transparent, sticky nature. The entire 
mucous surface of the vagina and portio vaginalis of the cervix was red and granular, 
being studded all over with small cysts, varying in size from a pin’s head to a large 
pea. A continuous stream of mucous fluid, like the white of an egg, exuded from the 
diseased surface, in quantity about 60z. per diem, sp. gr. 1014. Microscopical 
examination of the vaginal wall revealed numerous glandular spaces lined by a single 
layer of tall columnar epithelium, actively mucinogenetic, as proved by their reaction 
to mucicarmine. Here and there the communication of these glands with the surface 
of the mucosa could be demonstrated. After a careful consideration of several 
possible explanations of this rare condition, the authors came to the conclusion that a 
congenital peculiarity of the cells lining the vagina existed, in virtue of which they 
possessed facultative gland-forming powers similar to those covering the vaginal 
cervix in immediate proximity to the external os uteri. This power had remained 
dormant until excited by inflammation or the effects of child-birth—a process 
analogous to that by which a glandular erosion of the cervix is formed. 

The paper was based on the examination of the photographs shown on the 
epidiascope. 

Dr. Drummonp Rosinson read a short communication on 

Some OsBsERVATIONS ON VAGINAL SECRETION IN INFANTS. 

The paper was based on the examination of the vaginal secretion of fifty infants, 
varying in age from thirty minutes to fourteen days. Within the first forty-eight 
hours the secretion was invariably found sterile, and sterile secretion was found as 
late as the thirteenth day. The writer suggests that the organisms found in the 
vagina during the first fortnight after birth may really have been carried up from the 
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vulva at the time when the cultures were made. Of the forty-four cases in which 
the secretion was found sterile, in thirty-six (81'8 per cent.) the reaction was acid, 
in five (11°3 per cent.) it was alkaline, and in three (6°8 per cent.) it was neutral. 

The conclusions drawn from these observations are :— 

(1) That the vaginal secretion is sterile for the first forty-eight hours after birth, 
and probably for a much longer period. 

(2) That the vaginal secretion of infants is acid in the majority of cases, and 
that this acidity is not due to the action of micro-organisms. 

The Presipent then delivered an address on 

Tue Lessons or a SESSION, 

A vote of thanks to the President, proposed by Dr. Herman, and seconded by 

Dr. Spanton, was carried by acclamation, and the meeting then adjourned. 


REVIEWS OF RECENT BOOKS. 


Tue Principtes or Gynacotocy. By W. Brarr Bex, B.S., M.D. (Lond.), Assist. 
Gynecological Surgeon, Royal Infirtiiary, Liverpool. With 6 coloured plates, 
and 357 illustrations in the text. Longmans, Green & Co., 1910. Price 21/- net. 

In the preface to this ‘small work’ of 551 pages written for the general practitioner 

and student, the author says that his aim has been to treat the subject scientifically 

and at the same time simply. ‘In order to carry out my purpose I have been obliged 
to cast aside the recognized method—time worn and too long honoured—of gynzxco- 

logical compilation, and to adopt a simpler and more logical arrangement, which I 

think will make for greater lucidity as well as for more consecutive reading.’ In this 

he has succeeded admirably, and has produced an excellent and most readable book 
containing much evidence of original thought. 

Here and there the student will suffer from the fact that the reading is so 
‘consecutive,’ tle symptoms, physical signs, diagnosis and treatment of some secondary 
condition being side-tracked and lost. Take, for example, pelvic hematocele resulting 
from tubal pregnancy—a common everyday condition, and a clinical entity in the 
minds of many students if not practitioners. A student going to this book to find 
out how to treat a case of pelvic hematocele would find very little to help him in 
diagnosis or treatment. 

A little more elementary teaching might be added with advantage, e.g., although 
in the treatment of syphilis the composition of Lambkin’s cream is given, the student 
is not told how to give mercury by the mouth, a subject of which students are 
extraordinarily ignorant. Again, the danger of causing perforation of intestine in 
removal of tuberculous tubes is mentioned, but no warning is given as to the special 
danger of perforating the softened and thinned uterine wall in cases of vesicular mole. 
The treatment of this condition is dealt with in 44 lines. 

In the treatment of retroflexion of the pregnant uterus the student is told to 
anesthetize the patient and pull down the anterior lip of the cervix with volsellum 
forceps while pushing up the fundus, but is not told that in the majority of cases the 
uterus will go up in a few hours without any pulling or pushing provided that the 
bladder is emptied frequently. ‘When the uterus is impacted and replacement per 
vaginam is impossible, the abdomen must be opened, and the uterus raised from the 
pelvis.’ It would have been worth while to add that if distension of the bladder is 
prevented the patient will gradually regain control over that organ, and that the 
uterus will rise up into its normal position, probably long before the onset of labour, 
possibly after labour has begun. 

The chapter on dysmenorrhea is not entirely satisfactory—if it were it would be 
unique. We do not feel inclined to agree with the author’s statement that uterine 
colic is frequently associated with an imperfectly developed organ or with congenital 
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flexions, and think that in some cases it is justifiable to give a couple of doses of a 
coal-tar preparation with ammonia on the first day of the period if this treatment 
enables a woman who is earning her own living to go to work instead of staying in 
bed. It would be impossible, with the present hospital accommodation in London, to 
treat surgically all cases of uterine colic which are not accompanied by the passage of 
clots or membranes, i.e., by dilatation of the cervix and hystérotomy. Nevertheless, 
this chapter is interesting and instructive. 

Tents are dismissed in the following sentence: ‘Some authorities still use, and 
advise the use of tents for the dilatation of the cervix, but it is too difficult to render 
them sterile to admit of their use outside a hospital.’ Tents are in such common use 
that a student who buys a book on gynecology deserves to learn more about them 
than this. They can be kept in a stoppered bottle filled with absolute alcohol as 
safely in a private house as in a hospital. 

These few criticisms are all that we have to make; for the rest of the contents of 
the book we have little but praise. 

If the following sentence were learnt by heart by every student many lives would 
be saved—‘ The safest plan for those who are not practised in gynecological surgery 
is to use nothing except the finger inside the uterus which is being emptied of the 
products of conception.’ 

The author is always interesting, as we should expect from his other writings, 
when he gets on to the subject of internal secretions, e.g., ‘There are the more 
obscure cases in which the patient is suffering from the unsatisfied functions of her 
sex : and how common these cases are among unmarried or sterile women of 35 to 40 
years of age, with perhaps insufficient occupation and abnormal introspective or philo- 
sophical tendencies. Such women are often found in the vanguard of the ranks of 
female agitators. They are not, however, entirely a recent product, for they were 
well known to the Romans. Civilization produces the condition, but has not yet 
provided a cure. There is some reason to believe that hyperactivity of the ovaries 
—analogous to hyperthyroidism—is the chief pathological factor, and good results 
may follow the removal of one ovary. Indeed one miserable neurotic patient who had 
been married for eleven years without becoming pregnant, promptly conceived and 
gave birth to a healthy child within a year of the operation, and was thenceforth 
herself a different woman.’ 

The author favours the use of calcium lactate, advising it in some cases of 
amenorrhea, menorrhagia and dysmenorrhea, and in subinvolution after vesicular 
mole. 

The author emphasises, much more than is done in most text-books, the danger of 
starting drug-habits in patients. On the subject of gonorrhea he speaks with re- 
freshing ardour— Prophylaxis is, of course, the ideal to be aimed at; but until 
medical men engage more freely in municipal and parliamentary life we cannot hope 
for the legislation which is necessary to stamp out venereal disease. To the medical 
man who understands and appreciates the ravages wrought, and the misery entailed 
by gonorrheea and syphilis, it seems incredible that intelligent men can foregather and 
legislate concerning infective and contagious diseases and do no more than fly the 
kite of lofty morals over the venereal infections that undermine the physique and 
happiness of a large proportion of the race. To the surgeon falls only the lot of 
offering advice which may or not be accepted.’ 

It is interesting to compare the following expression of opinion with that found in 
books written a few years ago. ‘It can hardly be considered superfluous to reiterate 
the importance of the fact that fibromyomata are rarely harmless even if uncom- 
plicated when first discovered, and that serious consideration should always be given 
at the earliest possible date to the question of operative interference.’ 

The arrangement, printing and illustrations leave nothing to be desired, and the 
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book is singularly free from misprints, the only ones which we found being 
“bicornuate,” and “a contents.” 

The descriptions of operations are clear and easy to understand, and the illustra- 
tions which accompany them are excellent. We can recommend the book with 
confidence to gynecologists, general practitioners and senior students. H.R. A. 


Das GesuRTSHILFLIcHE SeminaR. By Dr. Wilhelm Liepman. Berlin, 1910: August 
Hirschwald. 

Tuts book is of great interest to teachers as an example of a method of in- 
struction little used in this country. It consists of 18 discussions on 52 cases 
illustrative of difficult and complicated midwifery, in which the clinical history and 
state of the patient is given first, then the answers of the various members of the 
class as to the best treatment in the circumstances and finally the teacher’s criticism 
of these suggestions, the treatment actually adopted, its results and his justification 
for what was done. As the author explains in his introduction, the student is 
taught the technique of the various obstetrical manipulations by exercises on the 
phantom and by clinical instruction, but he has no experience to guide him when 
suddenly faced in practice with a difficult case. These discussions on individual 
cases are intended to give a mental picture of them and as such to help the student 
towards a sound judgment based on the memory impression of actual cases treated 
on the lines discussed. The text from Seneca, ‘Longum iter est per precepta, breve 
et efficax per exempla,’ which the author has adopted, gives the key to the object he 
has in view in his seminar instruction. His scheme is excedingly well carried out; 
the series of cases is representative of the problems of difficult midwifery and with 
the answers by the class and the treatment advised by the teacher there is ample 
opportunity for discussion. There are 212 illustrations, for the most part to make 
clear the state of affairs found on examination, so that an excellent picture of each 
case is presented. 

Examples of difficult delivery owing to pelvic contraction naturally form a good 
proportion of the cases discussed, and there is included an interesting instance of 
a large child born through a normal pelvis. The waters had broken and the os 
was the size of a crown piece; presentation Ist vertex, head movable above the 
brim; pains good. The class answers were 6 in favour of waiting and then forceps 
delivery, 1 in favour of hebosteotomy, 4 for metreurysis and version, and so on. The 
last was the treatment adopted and the reasons given against the first, which had 
most support in the class, are the slight compressibility of the skull in such cases 
and the rupture of the membranes, so that if there is little moulding forceps is 
powerless and the time for version is passed owing to the danger of rupture. 
Pubiotomy, a difficult matter in private, would then be the only means of delivering 
a living child. The discussion winds up with a description of the details of carrying 
out the treatment. This case has been quoted to indicate the scope and method of 
these lectures, or rather talks. The series forms a most suggestive work for those 
engaged in teaching practical midwifery. We can but admire the thoroughness with 
which instruction is carried out in Germany and hope that Prof. Liepman’s seminar 
lectures may inspire many in this country to imitate him. 


LEHRBUCH DER GYNAKOLOGISCHEN CysToscopreE UND Ureruroscopiz. By Prof. W. 
Stoeckel, Marburg,a.L. 2te Auflage. Berlin, 1910: Augt. Hirschwald. Price 
16 marks. 

Tuts volume consists of close upon 300 large pages of letterpress, and of a number 

of illustrations, all devoted to cystoscopy and urethroscopy in the female. It will be 

gathered therefore that the subject is discussed exhaustively and with a wealth of 

minute detail which is characteristically Teutonic. It is clear that the author has 
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had to cross swords with his surgical colleagues on his presuming as a gynecologist 
to take possession of this recently cultivated field of knowledge. All the “pros” and 
many of the “cons” of the question, whether cystoscopy lies within the province of 
the gynecologist, are dealt with at length. But Prof. Stoeckel is an enthusiast on 
his subject, and he justifies himself to the satisfaction of probably all but his 
captious surgical colleagues. This enthusiasm makes the volume very readable, but 
at the same time it induces a series of mental reservations on the part of the more 
lukewarm reader, more particularly as to the universal nature of the indications for 
cystoscopy. 

Prof. Stoeckel pleads for the education of students and practitioners in the whole 
art of cystoscopy, or at least in as much of it as will teach them to know which cases 
require elaborate investigation. 

The early chapters are devoted to a description of the theory and construction of 
the cystoscope, and the method of using it, as well as to the method of endoscopy 
associated with the names of Pawlik and Kelly. Then follows a description, sixty 
pages long, of every variety of cystoscopic appliance, each of which is illustrated— 
the simple cystoscope, the irrigation cystoscope, the instrument as adapted for 
inspection and catheterization of the ureters, and as combined with different operative 
implements, forceps, snares, curettes, lithotrites, sharp spoons, et hoc genus omne. 
Photographic cystoscopes are not forgotten, nor all the different methods of lighting 
the interior of the bladder. The method of filling the bladder with fluid or air is 
next described, with all the requisite instructions as to the position of the patient and 
of the apparatus. This chapter closes with a description of phantoms for use in 
practising the method of observation. 

Prof. Stoeckel does not recommend the attempt to sterilize the cystoscope by 
carbolic or other lotions. He advocates the use of formalin vapour, but the method 
requires special apparatus. He objects strongly to the use of a general anesthetic 
during an examination, or even of a local anesthetic, having a great dread of the 
toxic effects of cocaine. He obtains his best results when the patient is not narcotized 
in any way. 

The next section of the book is a description of what is seen by cystoscopy in the 
healthy bladder, and of the method of single or double catheterization of the ureters, 
and of segregation of the urine from each. This is followed by a description of 
what is seen in various pathological conditions. The varieties of cystitis are fully 
discussed, and tuberculosis of the bladder is dealt with very lucidly. The “ bladder- 
picture” in diseases of the ureters and kidneys is next taken up, and the section on 
the visual control of the healing of vesical wounds—after implantation of the ureters 
for example—and fistule is full of new and interesting observations. There is an 
instructive section on the appearance of the bladder in almost every abnormality of 
the neighbouring organs, uterine tumours and displacements, and so forth. Beautiful 
coloured plates show the submucous hemorrhages in the bladder subsequent to the 
operation of hysterectomy, and the inflammation set up around a wandered silk 
ligature after vaginal hysterectomy. The nature and extent of injuries to the bladder 
received during parturition close this portion of the monograph. 

The last chapter is one of the most interesting. It describes fully cystoscopic 
methods of treatment—the removal of tumours and stones, and the treatment of 
circumscribed inflammations. 

A very valuable series of twenty-five lithographs, some coloured, gives an excellent 
idea of the “bladder-picture” as actually seen by the cystoscopist in different 
conditions of the urinary tract. 

The monograph is unquestionably a monument as much to the patience and 
enthusiasm of the author as to his exact knowledge of his subject, and it will long 


remain unsurpassed as a work of reference on all points connected with cystoscopy in 
the female. 





